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CRIMINAL ABORTION AND THE MEDICAL 
PROFESSION.* 





By H. SHELTON, LL.M. (Melbourne), 
Barrister-at-Law. 





A REPUTABLE medical practitioner 
attend a woman who, he suspects, is suffering from 
the effects of criminal abortion. He desires to do 
his duty towards his patient and at the same time 
his duty according to law. 


In what circumstances should he report his 





is called to | 


suspicions to the police or other authorities? Is he | 


bound, if called as a witness in legal proceedings, 
to divulge confidential information? On the one 
hand, if he reports a case without proper foundation 
for his suspicions, he may run the risk of an action 
for defamation. 
report and especially if the patient dies, he may be 


publicly criticised for his neglect to assist in the 


administration of justice. 


At times a claim has been made that under no 
circumstances should a medical man divulge pro- 
fessional secrets. 

In a recent article in Tue Mepicat JOURNAL OF 
Austraia (July 19, 1924) it was said: 


1 Read ata meeting of the. “Victorian “Branch of the British 
Medical Association on September 3, 1924. 


On the other hand, if he fails to | 
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Every person who consults a medical practitioner must 
be able to place implicit reliance on him and know that 
no secrets will be divulged under any circumstances. 

If the courts insist on their legal rights there is 
no alternative. Only when his patient consents 
is he justified in disclosing facts that have come to his 
knowledge in the course of his attendance on her. 

As this probably represents an influential medical 
opinion on the matter, the question arises as to how 
far the law justifies it. 

In this article it is proposed to deal briefly with 
the law of Victoria relating to criminal abortion, 
especially so far as it relates to the rights and 
duties of medical men in their capacity as witnesses 
and otherwise. 

The law must be taken as it is and not as one 
thinks it ought to be. The Legislature has to make 
and alter the law, the lawyer to explain it and the 
citizen to obey it. 

Tn many aspects of the matter the law of Victoria 
is similar to that of England, but there are some 
important distinctions to be borne in mind when 
the views of English authorities are being 
considered. 

The Law of Criminal Abortion. 

The law of Victoria relating to criminal abortion 
is contained in two sections of the Crimes Act 1915. 
Section 62 provides: 

Whosoever being a woman with child with intent to 
procure for her own miscarriage unlawfully administers 
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to herself any poison or other noxious thing or unlaw- 

fully uses any instrument or other means, and whoso- 

ever with intent to procure the miscarriage of any 
woman whether she is or is not with child unlawfully 
administers to her or causes to be taken by her any 
poison or other noxious thing, or unlawfully uses any 
instrument or other means with the like intent, shall 
be guilty of felony, and shall be liable to imprisonment 
for a term of not more than fifteen years. 

Section 63 provides: 

Whosoever unlawfully supplies or procures any poison 
or other noxious thing or any instrument or thing what- 
soever, knowing that the same is intended to be unlaw- 
fully used or employed with intent to procure the mis- 
carriage of any woman whether with child or not. shall 
be guilty of a misdemeanour, and shall be liable to 
imprisonment for a term of not more than three years. 
These sections explain themselves and only two 

matters call for attention. 

1. Under Section 62 proof that the woman in 
question is in fact pregnant is necessary only when 
she herself is charged with the offence. In cases 
where any other person is charged under either 
section, the question whether or not the woman is 
pregnant is immaterial, so long as the criminal 
intent accompanies the act done. 

2. The word “unlawfully” used in both sections 
excludes from the operation of the criminal law 
cases of natural miscarriage and those cases in 
which the determination of pregnancy is justified 
by the circumstances. In deciding what are such 
circumstances, the law is guided by responsible 
medical opinion. The general principle, both of law 
’ and medical ethics, is that such treatment is justi- 
fiable only as a last resort. 

In certain circumstances criminal abortion may 
result in murder. Murder, as distinguished from 
abortion, is a felonious killing of a reasonable 
creature in being. Therefore, to kill a child in its 
mother’s womb is not murder; but if the child is 
born alive and dies by reason of injuries inflicted 
upon it while in the womb, it may be murder. Thus, 
if a person, intending to procure abortion, does an 
act which causes a child to be born before its 
natural time and in such as state as to render it 
less capable of living and it afterwards dies, he is 
guilty of murder.— (Archbold, “Criminal Practice,” 
25th Edition, page 837.) 

If in the course of a felonious act a person 
causes the death of the mother, that is murder. The 
acts mentioned in Section 62 are felonies; those in 
Section 63 are only misdemeanours. 

In certain circumstances which need not be dis- 
cussed here, a verdict of manslaughter would be 
possible. 


The Obligations of Medical Practitioners. 


What are the obligations imposed by law upon 
medical practitioners with regard to information 
acquired during professional attendance upon a 
woman suspected to be suffering from the effects of 
criminal abortion? In seeking the answer, regard 
must be had to the following distinctions: (i.) The 
duty of a medical practitioner when he is not a 
witness in legal proceedings; (ii.) his duty as such 
a witness. This involves a further distinction be- 
tween criminal and civil cases. 

These matters will be taken in order. 
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Obligations in Regard to Reporting. 


Speaking generally, it may be said that a duty ig 
cast upon all good citizens, including doctors, to 
assist in the administration of justice. Sometimes 
this is a legal duty, the breach of which involves a 
penalty provided by law; sometimes it is moral 
duty only. 

In 1914 a case arose in England in which Mr. 
Justice Avory expressed his views on the matter. 
The facts are fully set out by Taylor in “Medical 
Jurisprudence,” Seventh Edition, Volume II., page 
144, but briefly they were these : A woman, be- 
coming pregnant, went to an abortionist, miscarried, 
developed septicemia in a week’s time and died 
some days later. To one of the medical men who 
attended her she made under secrecy a full dis- 
closure of all the facts, including the name of the 
abortionist. This medical man made no communica- 
tion to the police and consequently no dying 
declaration was obtained. On the trial for murder 
which followed, Mr. Justice Avory, in directing an 
acquittal owing to lack of evidence, said: 

The law provides that in a case of any person who is 
seriously ill, and who, in the opinion of a medical man, 
is not likely to recover, the evidence of such a person 
may be taken by a Justice of the Peace. 

Under the circumstances like those in the present case, 
I cannot doubt that it is the duty of a medical man to 
communicate with the police or with the authorities, in 
order that one or other of these steps may be taken for 
the purpose of assisting in the administration of justice. 
No one would wish to see disturbed the confidential rela- 
tion which exists, and must exist, between the medical 
man and his patient, but there are cases, of which it 
appears to me this is one, where the desire to preserve 
that confidence must be subordinated to the duty which 
is cast upon every good citizen to assist in the investi- 
gation of a serious crime. 

It may be the moral duty of a medical man, even in a 
case where the patient is not dying, and not unlikely 
to recover, to communicate with the authorities when 
he sees good reason to believe that a criminal offence 
has been committed. 


The view here expressed met with disfavour 
among medical men in England and the Royal Col- 
lege of Physicians, after taking legal opinion, passed 
certain resolutions for the guidance of the profes- 
sion (Taylor, “Medical Jurisprudence,” Seventh 
Edition, Volume IT., page 145). 


These resolutions are, no doubt, so well known 
in the medical profession that it is unnecessary ti 
state them at length. In effect, they set out that in 
cases such as the above the duty of a medical man 
is to continue to attend his patient to the best of 
his ability and that no legal obligation exists as 
to reporting to the police or other authorities, since 
in the existing state of English law he has no 
guarantee against future legal action by the patient. 


It will be observed that Mr. Justice Avory spoke 
of a moral duty only. This cannot be enforced by 
law. Whether in a particular case the moral duty 
of a doctor to preserve his patient’s secrets is to be 
subordinated to another moral obligation to assist 
in the administration of justice, is a question to be 
determined by medical ethics rather than by any 
definite rules of law. In Victoria the same moral 
duty exists as in England, but in addition a strict 
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legal duty to report certain cases has recently been 
imposed by statute. 

Section 160 of the Health Act 1919 provides: 

When in any private hospital 
(a) a premature birth occurs or a child is still-born; 
or 
(b) a patient is found or is reasonably suspected 
to be suffering from 
(i.) puerperal fever; or 
(ii.) the effects of any illegal abortion or 
attempted illegal abortion; or 
(iil.) any disease declared by any proclama- 
tion to be a disease for the purposes of 
this section— 

the medical practitioner in charge of the case or the 

proprietor of the private hospital shall forthwith give 

notice thereof to the Commission. 
The breach of this duty renders the person 
responsible liable to the penalties provided by the 
Act. 

It is curious that such a provision relates only to 
cases in private hospitals. Why it is necessary to 
report every case of premature birth in a private 
hospital, while it is unnecessary to report criminal 
abortion cases outside private hospitals, is difficult 
to appreciate. But that is what the statute pro- 
vides. The duty to report in accordance with this 
act of Parliament is a strictly legal one and involves 
disclosing confidential matter. 

Obligations of Medical Witnesses. 


The next matter for consideration is the duty of 
a medical practitioner, when called as a witness, 
firstly in criminal cases and secondly in civil cases. 
In England the law as to both criminal and civil 
cases may shortly be stated as follows: 

A medical practitioner, when called as a witness, is 
bound, if asked, and if the question be pressed and 
allowed, to disclose every communication, however private 
and confidential, which has been made to him while 
attending a patient in his professional character.— 
“Halsbury Laws of England,” Volume XX., page 337. 

Many decisions of high authority are cited in sup- 
port of this proposition. 

This statement of the law in England applies to 
Victoria so far as criminal cases are concerned. In 
civil cases, however, the law is quite different. In 
1857 an act of Parliament was passed in Victoria 
which is now embodied in Section 28 of the Evidence 
Act 1915. There is no corresponding provision in 
England, our act being copied from an American 
statute which is almost the same in terms. 

The relevant portion is as follows: 

No physician or surgeon shall without the consent of 
his patient divulge in any civil suit action or proceeding 
(unless the sanity of the patient is the matter “in 
dispute) any information which he has acquired in 
attending the patient and which was necessary to enable 
him to prescribe or act for the patient. 

Almost every word of that section is worthy of 
attention. Some important questions as to its 
meaning have already come before our courts and 
some still remain open for decision. 

In a necessarily brief explanation of its meaning 
it is sufficient to point out a few matters. 

The privilege is not that of the medical man: it is 
that of the patient. The section is in the nature of 
a prohibition against medical men in certain civil 
cases disclosing information without the consent of 
the patient. The words “civil suit, action or pro- 
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ceeding” mean any legal proceeding which is not 
of a criminal nature, such as actions for damages, 
divorce suits or maintenance cases. The same sec- 
tion prohibits clergymen from divulging confessions 
in any civil or criminal proceeding, but in the case 
of medical men the prohibition does not apply to 
criminal cases. 

Even in such cases as are mentioned in the section, 
the prohibition only applies within the limits there 
laid down. For instance, the section prohibits only 
the doctor from giving evidence ; it does not prohibit 
the nurse or any other person who may be able to 
depose to almost all the facts known to the doctor. 

The following is an example of the application of 
this section. A woman sues a person for slander 
arising out of an allegation that she has had abor- 
tion procured. The defendant seeks to call her 
doctor to prove that in fact she had had abortion pro- 
cured. Under this section the doctor cannot give 
such evidence without the consent of the plaintiff. 


An important question which has not yet been 
decided is whether a medical man who is sued by 
his patient, could without her consent give evidence 
in his own defence as to information acquired during 
professional attendance. For example, a woman 
sues a doctor for negligent treatment and gives evi- 


.dence that the defendant operated upon her for 


appendicitis. Is the defendant precluded from 
giving evidence without her consent that in fact the 
operation was to cure the effects of criminal abor- 
tion previously performed by another person? It 
seems contrary to all principles of justice that he 
should be so precluded, but the section does not 
make any exception to cover such a case. 

This section was the subject of an important 
decision of the High Court of Australia in 1909 
(National Mutual Life Association +. Godrich, 10 
Commonwealth Law Reports, page 1). The judges 
—Sir Samuel Griffith (Chief Justice) and Justices 
Barton, O'Connor, Isaacs and Higgins—all agreed 
in the actual decision given, but there was some 
little difference of opinion as to the extent of the 
prohibition. The majority, however, gave a wide 
meaning to the prohibition in favour of the patient. 
The case is of interest to the medical profession, not 
only because the decision is that of the Final Court 
of Appeal in Australia, but because of the review 
made of the law upon the subject. Mr. Justice 
Isaacs in his judgement said (page 33) : 

The purpose of the Legislature is manifest on the face 
of the enactment. It was to prevent, within certain 
limits, any public tribunal being made the instrument to 
violate the confidence which a patient has reposed in a 
physician or surgeon as his medical lawyer. Parliament 
has not thought fit to enact a general prohibition of 
disclosure of professional secrets. Outside the walls of 
the Court a medical man is left to the dictates of his 
honour, the ethics or rules of his profession, or the 
force of any compact he may have made with the person 
who confided in him. And even within the Court itself, 
where crime is charged, the interests of the public at 
large are still for obvious reasons thought sufficient to 
outweigh considerations of medical confidence. 

In 1917 Mr. Justice Cussen decided in a civil 
action in the Supreme Court of Victoria that a mem- 
ber of the honorary staff of a public hospital is 
precluded from disclosing information without the 
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consent of the patient. In other words, that the 
patient is “his patient” within the meaning of this 
section. (Long v. Commercial Travellers’ Associa- 
tion—1917 Victorian Law Reports, 453.) 


Conclusions. 

The following conclusions appear to follow from 
what has been said: 

(i.) A legal duty rests upon a medical practitioner 
in Victoria, when called as a witness in a criminal 
case, to disclose, if the Court thinks necessary, 
every communication however private and confi- 
dential made to him by a patient in the course of 
professional attendance. 

(ii.) A similar legal duty rests upon him when 
called as a witness in certain civil cases which are 
outside the scope of Section 28, Evidence Act 1915 
—for example when the sanity of the patient is in 
issue. 

(iii.) He is prohibited by that section from giving 
evidence without the consent of his patient in any 
civil case which is within the scope of that section. 

(iv.) He is under a legal duty to report to the 
Public Health Commission the cases referred to in 
Section 160, Health Act 1919. 

(v.) He is under a moral but not a legal duty to 
report to the police all cases in which he has good 
reason to believe that criminal abortion has taken 
place. The law cannot enforce the last mentioned 
duty, as it can the other four. 

What protection is afforded to a medical man who 
carries out the duties above indicated? If the dis- 
closure of information is made in the witness box, 
he is like every other witness absolutely protected 
against civil action by the patient concerned or 
anyone else. If the disclosure is made by report to 
the police or to the coroner, he is safeguarded if he 
acts in good faith, though the safeguard is not 
complete. 

Dying Declarations. 

In certain circumstances the unsworn statement 
of a person on the verge of death becomes after 
death admissible in evidence in cases of murder or 
manslaughter, but in no other cases. Such a state- 
ment is known in law as a dying declaration. It is 
distinguished from a dying deposition in that the 
latter is made upon oath before a justice of the 
peace and in the presence of a person already 
accused who must have the opportunity of cross- 
examining the dying person either personally or by 
his counsel. Moreover, such a deposition may be 
admissible in other cases as well as those of 
homicide. 

As medical men are not likely to be concerned in 
the taking of such a deposition, nothing further 
need here be said upon that subject. But as the 
necessity may at any time arise for a medical man 
to take the dying declaration of a patient, especially 
in abortion cases, a few words upon that matter may 
be useful. 

As long ago as 1789, Eyre C. B. said: 

The general principle on which this species of evidence 

is admitted is, that they are declarations made in 

extremity, when the party is at the point of death, and 


when every hope of this world is gone; when every 
motive to falsehood is silenced, and the mind is induced 





by the most powerful consideration to speak the truth: 

a situation so solemn and so awful is considered by the 

law as creating an obligation equal to that which is 

imposed by an oath administered in a court of justice. 

The greatest strictness is required by judges be. 
fore admitting such evidence, especially as to the 
proof that the dying person had in fact given up all 
hope of living. 

Coleridge J. in 1835 said: 

When I consider that this species of proof is an 
anomaly, and contrary to all the rules of evidence, and 
that, if received, it would have the greatest weight with 
the jury, I think I ought not to receive the evidence, 
unless I feel fully convinced that the deceased was in 
such a state as to render the evidence clearly 
admissible. 

The observance by medical men of the following 
rules will, however, insure the admissibility of the 
statement of a dying patient in a trial for homi- 
cide which may follow: 

(i.) The patient must express at the time of the 
declaration an unqualified belief that she is about 
to die and has given up all hope of living. 

(ii.) The declaration need not be in writing at 
all, but it is better to have it in writing and signed, 
if possible, by the patient. If the patient is too 
weak to sign, her mark will suffice. 

(iii.) The declaration may be made to the medical 
man or to anyone else present. 

(iv.) It may be the result of question and answer, 
but if so made, the actual words of both question 
and answer should as far as possible be noted. 

(v.) If there is no opportunity for anyone to 
reduce the oral statements of the patient into 
writing before the death, a written note should as 
soon as possible after death be made. The question 
and answer should be set out and especially the 
fact that the patient expressed a belief that she 
was dying and was beyond hope of life. Such a 
note may be useful to refresh the memory of the 
medical man, if he subsequently gives evidence. 
The written note so made is not itself the evidence, 
since it is not signed or marked by the patient, but 
it is what the law calls a “note made at the time” 
to which the witness may refer. 

(vi.) It is immaterial that death does not result 
for days or even weeks after the declaration, pro- 
vided the deceased believed at the time that she 
was on the verge of death. 


Reports of Death. 
In case a patient should die from the effects of 


criminal abortion, the medical man should at once 
communicate with the police and the coroner. 


<i 
<i 


THE FORENSIC PATHOLOGY OF ABORTION.’ 





By C. H. Mottuison, M.B., Ch.B. (Melbourne), 
M.R.C.S. (England), 
Lecturer in Forensic Medicine, The University 
of Melbourne. 


I nave been asked to make some observations on 
criminal abortion from the post mortem point of 
view. I certainly have had a very large experience 





1Read at a meeting of the Victorian Branch of the British 
Medical Association on September 3, 1924. 
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of these cases, but I do not know that there is very 
much to say about them. The patients nearly all 
die from a more or less acute septic infection of 
the uterus with consequent peritonitis or general 
plood poisoning. Local injuries are by no means 
frequently found, in fact in the great majority they 
are absent; most of the practitioners of this 
criminal art have attained sufficient skill and 
knowledge to enable them to avoid punctures or 
perforations which were much more common in 
years gone by than today. Nearly all cases of 
criminal abortion are due to instrumental inter- 
ference. Drugs are often tried, but are rarely effica- 
cious, except those which poison and prove fatal 
to the mother as well as to the child, such as mer- 
cury, phosphorus or lead. Is one justified, then, in 
assuming in the absence of definite injuries that 
a criminal abortion has been performed? I think 
the intensity of the septic changes is enough to 
enable one to say that septic material has been defi- 
nitely introduced into the uterus, the inference being 
that a dirty instrument had been used. On this 
point I would like to hear the opinions of members 
who have had considerable experience in attending 
natural abortions. I remember one case in the 
Supreme Court in which the judge practically 
directed the jury to acquit the prisoner, because I 
had been unable to find any marks in the uterus. 
In fact he made some rather scathing remarks at 
my expense because I was of opinion that the case 
was not one of natural abortion. In an article in the 
Berliner Klinik, May 18, 1908, Dr. H. Marx in writing 
on criminal abortion says: “When death follows 
abortion in response to acute sepsis one is justified 
in assuming that the abortion was criminally pro- 
duced.” He also mentions another case in which 
the prisoner was charged with procuring abortion 
by means of an instrument, the defence being that 
the patient over-reached herself in taking a book 
off a book shelf. He used the argument that no one 
could believe that, if a spark were thrown into a 
barrel of gunpowder and also a sharp knock given 
to the barrel, the explosion could be due to the 
knock. A common trick of the abortionist is to 
advise the patient to fall down either before or after 
the instrument is used, so that the fall can be 
blamed for the miscarriage. In other cases the 
woman is instructed, if there is any trouble, to say 
that she did it herself and a practitioner in giving 
evidence may be questioned on this point. I think 
it is quite possible for a woman who has had 
children, to introduce an instrument through her 6s 
into the uterus, but not in the case of one pregnant 
for the first time. The difficulty in all these cases, 
as Dr. Cole, our late coroner, used to remark, is 
that the only reliable evidence is the medical. 


Modes of Death in Criminal Abortion. 


The most interesting mode of death in criminal 
abortion from a medical point of view is undoubt- 
edly the sudden death which may follow an attempt 
at procuring abortion by some instrumental inter- 
ference. I have notes of quite a number of cases in 
which this has occurred. One of the earliest which 
older members of the profession will recollect, was 
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the notorious boot-box case. This caused great 
popular excitement at the time. The nude and 
decomposing body of a young girl was discovered 
squeezed into a large wooden box which was seen 
floating down the river Yarra. The box was 
weighted with a heavy paving stone, but in spite 
of this the gases of decomposition caused it 
to rise to the surface some days after the death. 
The medical man who made the autopsy, attributed 
the death to suffocation, but decomposition destroys 
the characteristic appearances and from the facts 
which afterwards came out, I have no doubt it was 
due to sudden inhibition of the heart. The girl was 
eventually identified and then the participants in 
the crime were run to earth. One of them turned 
Queen’s evidence and described the deceased girl 
as suddenly turning black in the face and falling 
back dead, while the attempt was being made. 

Another case of the same kind is of interest, as I 
believe that the medical man who made the autopsy, 
made a mistake which eventually led to a miscar- 
riage of justice. A young woman, four months preg- 
nant, was found dead in the parlour of a Chinese 
The examination revealed a lacerated 
wound, 2.5 centimetres long and three millimetres 
in depth, on the skin surface of the left labium and 
two small tears about the vaginal orifice. It was 
evident that interference had taken place, probably 
by the introduction of the hand into the vagina, 
which appeared to be a virgin one. The cervical 
plug of mucus was intact, though blood stained, and 
the ovum was undisturbed. Owing to the presence 
of bubbles of putrefactive gas in the blood of the 
heart and vessels, the opinion was given that death 
was due to air embolism, though it seems quite 
impossible that there was any entrance of air in 
sufficient quantity to cause death. Before air em- 
bolism can occur in these cases the placenta must 
be detached and air forced or sucked into the uterus 
and even then I doubt if enough air could enter 
with sufficient rapidity to cause death. However, the 
defence seized on this diagnosis and evolved the 
ingenious theory that as the deceased girl had 
ridden to the herbalist’s on a bicycle, the small 
wounds about the genitals were caused by the bi- 
cycle and the action of riding had pumped sufficient 
air in to bring about her death. I regret to say that 
this preposterous theory was supported in the wit- 
ness box by a gentleman of considerable attain- 
ments and position in the profession. In my 
experience bubbles of gas may be seen in the blood 
very few hours after death. Only the other day in 
a body that was still warm and showed no other 
signs of decomposition I found numerous bubbles 
in the blood of the right ventricle. Another forensic 
point that is illustrated in this case, is that impreg- 
nation may occur from the seminal fluid being 
deposited on the external genitals. The man respon- 
sible for the trouble deposed in the witness box that 
proper connexion had never taken place. 

Another method of attempting abortion which 
may cause sudden death, is the use of a syringe. 


_ The nozzle is passed into the cervix and fluid forced 


in. I have notes of severa) cases of this kind in 
which the woman has been found dead with a basin 
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and syringe alongside her and the uterus showing 
some signs of interference such as a slight hemor- 
rhage, though the membranes have been uninjured. 
Death need not be immediate. In one case the 
husband deposed that his wife ran up the passage 
calling for a drink of water, then collapsed and 
died shortly afterwards. In her case the basin 
and syringe were found in the kitchen and slight 
hemorrhage had taken place in the cervical canal. 


The mode of death in these cases is a reflex 
inhibition of the heart. It may occur of course 
from any interference with the genital organs, but 
rarely apart from criminal practices. The mental 
condition of the woman at the time must be a power- 
ful factor. Vibert in the Journal de Médicine de 
Bordeaux, Numero 19, states that he considers that 
inhibition must be attributed to physiological con- 
ditions which are transient and variable from one 
moment to another, rather than to the intensity of 
the traumatism or a special susceptibility of the 
nervous system. Brouardel (“Death and Sudden 
Death’) thinks that the cessation of palpitations or 
intermittency in certain nervous women following 


cauterization of a small ulcer of the cervix is a proofe | 


of the intimate relation between the innervation of 
the genitals and that of the heart. Be that as it 
may, there is no doubt that sudden death may follow 
interference, especially unlawful interference, with 
the female genitals. 

The next mode of death is that from hemorrhage ; 
this may be rapid when large losses of blood occur 
or it may be slow. The most extreme case of anemia 
that I have seen in a dead body was that in which 
a woman allowed herself to bleed slowly to death, 
owing to a piece of retained placenta. 


Acute septicemia may also be very rapid. I 
have seen the bodies of patients who have died in 
two or three days from the date of abortion. 


Peritonitis is by far the commonest mode of 
death, infection taking place through the lymphatics 
of the uterus. It may be local and pelvic at the 
outset, gradually becoming general, or it may spread 
rapidly from the start. 

In pyemia death may not occur for some weeks 
and septic emboli will be found in the uterine or 
ovarian veins with the usual metastatic effects. 

Pulmonary thrombosis or embolism may occur, 
though I cannot remember having seen them after 
abortion; they are not uncommon, of course, after 
confinement at term. 


I do not believe that air embolism occurs in these 
-ases, and Brouardel (“Death and Sudden Death”) 
also ridicules the possibility of its occurring in 
abortion. Marx in the article quoted above men- 
tions the case of a so-called masseuse who succeeded 
in separating a six months ovum from its uterine 
attachment and caused a small superficial wound in 
the uterine mucous membrane. The ovum was in- 
tact and death which was sudden, is stated to have 
been due to air embolism. He does not produce 
any evidence in support of the diagnosis. It is 
more likely to have been due to inhibition. In the 
vast majority of cases the abortion is brought about 
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long before the sixth month and at a time when the 
sinuses are comparatively small. 


Of course, in a number of cases definite marks of 
injury have been found, punctures or perforations 
of the uterus. In one instance the woman in trying 
to use a crochet needle punctured the cervix in four 
places, eventually passing it into the broad liga. 
ment and causing an abscess which burst into the 
peritoneal cavity. In another instance in which 
apparently a curved and rigid catheter had heen 
used by a chemist, a neat little round hole was 
found in the anterior uterine wall (he had ten years 
in which to think over his sins). More commonly, 
however, ragged perforations and tears are found 
in the region of the fundus. Sometimes, I have had 
a shrewd suspicion that the injury has been caused 
by a curette used by the too zealous practitioner 
called in when the patient gets very ill. The uterine 
wall in septic conditions is extremely soft and 
rotten and it is quite easy to pass a curette through 
it. I would ask you not to curette these patients, it 
is bad for the patients and embarrasses the patho- 
logist. Occasionally much more terrible injuries 
are found. In one case that occurred many years 
ago, I found a mass of intestines lying between the 
thighs, the bowel passed into the abdominal cavity 
through a large rent in the vaginal wall and had 
been stripped from its mesenteric attachment for 
three metres (ten feet) and the caecum had been 
torn away from the right iliac fossa. 


The practitioner who is attending one of these 
patients with criminal abortion, should never give 
a certificate of death, whatever else he may think 
it his duty to do or not to do. Registrars are not 
bound to accept medical certificates of death and 
may report to the police if they think any case is 
suspicious, as the following illustrations will show. 
One night I was rung up and asked to go to a neigh- 
bouring suburb to make an examination of a young 
woman who had died away from home and whose 
parents were not satisfied about the death. A cer- 
tificate had been given by a practitioner who had 
attended her. I immediately smelt a rat and 
replied that if I made the examination anu found 
anything suspicious, I should report the case to the 
coroner, so was told that under those conditions I 
was not required. The next day I received a mes- 
sage from the coroner instructing me to make a 
post mortem examination on the body of the same 
young woman. The parents had tried to register 
the death on the medical certificate which was 
peritonitis. The registrar refused it and reported 
the matter to the police. The post mortem exam- 
ination showed that an abortion had been procured 
and the uterus perforated. 


A curious phenomenon which is sometimes ob- 
served in these cases, is an intense gaseous em- 
physema which rapidly spreads through the body 
very shortly after death, the body becomes. deep 
coppery red in colour and is blown up with gas and 
unrecognizable in a few hours. It is due to the 
invasion of the tissues by a gas-producing organism, 
probably Bacillus aerogenes capsulatus and would 
often seem to start while the patient is still alive. 
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ABORTION AND PROFESSIONAL SECRECY.’ 





By A. V. M. AnbeRson, M.D., 
Lecturer in Medical Ethics, The University of Melbourne, 
Honorary Physician, The Alfred Hospital, 
Melbourne. 





For many years there has been a conflict of 
opinion between police authorities and members 
of the medical profession concerning the supposed 
duty of a doctor to inform the police of cases in 
which he knows or suspects that criminal abortion 
has been brought about. Even in the minds of 
medical men there is frequently a feeling of uncer- 
tainty as to their ethical obligation to the patient 
on the one hand and their legal obligation to further 
the interests of justice on the other. 

In general it may be said that all ethical members 
of the profession regard with aversion those people, 
both qualified and unqualified, who for gain or any 
other unworthy motive lend themselves to the pro- 
curation of abortion. I am not quite sure, however, 
that even with reputable members of the profession 
a sufficiently stringent view is taken of their ethical 
duty in regard to the induction of artificial labour. 
As Mr. Shelton has said, pregnancy is to be termin- 
ated only as a last resort, when the life of the 
mother is threatened and when it is improbable 
that any other method of treatment will be of avail 
in preserving her life. Such cases are extremely 
uncommon, more so than they were a decade ago. 

As an example, I should like to draw your atten- 
tion to the views of Dr. Hurst on the pernicious 
vomiting of pregnancy, a condition which for long 
has been regarded as one often demanding the sacri- 
fice of the life of the foetus. Dr. Hurst regards this 
as being usually a psychical condition capable of 
cure by physical and psychical treatment and he be- 
lieves that the operation of the premature induction 
of labour is seldom or never called for in such cases 
and my own observations in a rather limited exper- 
ience tend to make me accept his views. 

In any case, when the desirability of an operation 
to terminate pregnancy is contemplated. recourse 
should be had to expert opinion in consultation and 
no such operation should be determined in any 
degree by the wish of the patient or her relatives or 
by anything other than the danger involved to the 
life of the patient by allowing the condition of preg- 
nancy to continue. 

Tn cases in which abortion has taken place and iy 
which the medical man, subsequently called in to 
attend the patient, believes that the event has been 
caused by criminal action on the part of some known 
or unknown person, his desire naturally is that the 
perpetrator of the act should be brought to justice. 
The activities of the abortion-monger are regarded 
with detestation by the ethical practitioner. 

It has been pointed out that to give information 
which would lead to the detection of such a crime, 
would be a moral and not a legal duty. The moral 
duty of a medical man—as a citizen—to forward 


‘Read at a meeting of the Victorian Branch of the British 
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the interests of justice may appear to be opposed 
to his moral duty as a medical man to place the 
health and life of “his patient above all other con- 
siderations. As I have pointed out in my lectures 
on medical ethics, if a woman who required atten- 
tion because of a previous miscarriage, whether 
induced criminally or not, believed that there was a 
prospect of police investigation taking place when 
she consulted a doctor for her illness, it is prob- 
able that the patient frequently would defer or even 
dispense with medical attention and so there would 
be loss of life and injury to health in many cases. 
This fact of itself seems sufficient to prevent a medi- 
cal man giving information to police authorities, 
even if he is sure that an abortion has been brought 
about unlawfully. Dr. Mercier points out that not 
only is the medical man under no moral obligation 
to inform the authorities, but he is under a moral 
obligation not to inform them and with this moral 
obligation his legal duty does not conflict. Judicial 
opinion may be cited for this view. Thus Lord 
Brampton, better known as Mr. Justice Hawkins, 
in charging a grand jury in 1916 said: 
I doubt very much whether a doctor, called in to assist 
a woman—not in procuring an abortion, for that in itself 
is a crime, but for the purpose of attending her and 
giving her medical advice—could be justified in report- 
ing the facts to the public prosecutor. Such action 
would be a monstrous cruelty. 


The remarks of Lord Brampton were brought to 
the notice of the Royal College of Physicians and 
in the result it obtained the joint legal opinion of 
Sir Edward Clarke and Mr. Horace ‘AV ory. These 
eminent legal authorities advised that a medical 
practitioner was not liable to be indicted for mis- 
prision of felony (an offence which is practically 
obsolete) merely because he did not give information 
in a case in which he suspected that criminal 
abortion had been practised. Subsequently, Mr. 
Avory was raised to the Bench and in charging the 
jury in a case of criminal abortion he said that it 
might be the moral duty of a medical man to com- 
municate with the authorities when he saw good 
reason to believe that a criminal offence had been 
committed and in such a case as that which he was 
trying, when the woman was likely to die, it was 
his duty to do so. Later on, the matter came before 
the Royal College of Physicians who passed the 
resolutions of which you are aware, and which I 
quote: 

(1) That a moral obligation rests upon every medical 
man to respect the confidence of his patient and that 
without her consent he is not justified in disclosing 
information obtained in the course of his professional 
attendance on her. 

(2) That every medical practitioner who is convinced 
that criminal abortion has been practised on his patient, 
should urge her, especially when she is likely to die, 
to make a statement which may be taken as evidence 
against the person who has performed the operation, 
provided always that the chances of recovery are not 
thereby prejudiced. 

(3) That in the event of her refusal to make such a 
statement, he is under no legal obligation (so the College 
is advised) to take further action, but he should con- 
tinue to attend the patient to the best of his ability. 

(4) That, before taking any action which may lead 
to legal proceedings, a medical practitioner will be wise 
to obtain the best medical and legal advice available 
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both to insure that the patient’s statement may have 

value as legal evidence and to safeguard his own 

interests, since in the present state of the law there is 
no certainty that he will be protected against subsequent 
litigation. 

(5) That, if the patient should die, he should refuse to 
give a certificate of the cause of death and should com- 
municate with the coroner. 

In regard to the possibility of future litigation, 
the case of Kitson versus Playfair should be borne 
in mind. There the incautious remark of a medical 
man as to the probability of an abortion having 
taken place, the remark being made to a near rela- 
tive of the patient, was the subject of an action at 
law, for which very heavy damages were recovered 
from the medical man. 


It was laid down by Mr. Justice Hawkins in this 
case that no medical practitioner may state facts 
which have come to his knowledge in the course of 
medical examination without the consent of the 
patient except in a court of justice and under the 
direction of a judge. 


A very interesting essay, entitled: “Should a 
Doctor Tell?” is contained in a volume called: 
“Points of View,” written by Viscount Birkenhead, 
Lord High Chancellor of Great Britain. He con- 
tends that these crimes (of abortion) which are not 
only highly dangerous to the woman, but highly 
mischievous to the community at the present time, 
might well be materially reduced in number if medi- 
cal men considered their duty as citizens at least 


as highly as their supposed duty of keeping secret 


their patient’s misdeeds. He quotes the case of an 
East End doctor who was put on trial for murder 
and who was proved by documentary evidence to 
have performed the operation of procuring abortion 
four hundred times. Lord Birkenhead says that in 
many cases medical men subsequently must have 
become aware of the facts, and continues: 

One becomes impatient of a claim set up by a medical 
practitioner that he is entitled under a plea of privilege 
to neglect the obvious duty of a citizen and to abstain 
from giving to the proper authority information which 
would have saved many a life and put an end to a 
social pest. 

The plea of a doctor that in respecting his client’s 
confidence he was obeying his professional etiquette, 
is frivolous. 

The attitude of doctors in some of these cases almost 
makes one regret that the offence of misprision of felony 
has been allowed to become obsolete. 

It seems to me that the condition of affairs 
revealed by such a case as this may be remedied to 
some extent in one of two ways: (i.) By a strict 
enforcement of the provisions of Section 160 of the 
Health Act 1919 as stated by Mr. Shelton and per- 
haps, by an extension of its provisions to public 
hospitals. (ii.) By a hint being given to the authori- 
ties by medical men who suspect that the crime is 
being committed by certain persons. This might be 
done without any reference to individual patients 
and therefore without any violation of professional 
secrecy. 


Some time ago my opinion was asked by a recently 
qualified medieal man under these circumstances: 
A woman had brought her daughter to him for 
examination and he had found that the girl was 





a, 


pregnant. The mother of the patient asked him to 
terminate the pregnancy and he refused. The 
mother then said that she knew a nurse who would 
perform the necessary operation and mentioned the 
name of the nurse to the medical man, saying she 
would visit the nurse that evening. The doctor 
asked me what he should do. It seemed to me that 
the doctor could not inform the police of the cir. 
cumstances of this particular case, but he might 
tell the police that he had heard that the nurse 
concerned was a suspicious character and I advised 
him to pursue this course of action. 

It has been pointed out that a distinction exists 
between the active attempt to conceal a crime and 
the passive non-revelation of that crime. 

The British Medical Journal, February 19, 1916, 
thus summarizes the position: 

The central fact that emerges from the discussion 
and which we wish again to emphasize, is that it is now 
established that medical practitioners who obtain in. 
formation in their professional capacity as to the com- 
mission of a criminal abortion are under no duty of 
any sort or kind to divulge that suspicion to the 
authorities, and that their duty to their patients enjoins 
them to preserve professional confidence and secrecy. 
A cognate position is that in which a doctor, 

called in to attend a woman, suspects that conceal- 
ment of birth has taken place. In such a case where 
a trial took place at Worcester before Mr. Justice 
Bray in 1919, the doctor concerned had been called 
in six hours after the birth of the child. He was 
unable to find the body of the child and decided that 
his duty to the patient precluded him from making 
any communication to the police. The judge said he 
was wrong; there was no professional confidence in 
criminal cases and it was the doctor’s duty to inform 
the police in a case like this. The British Medical 
Jowrnal in a leading article subsequently contended 
that the judge was wrong and went on to say: 

There are cases in which a judge may be led away 
into believing that a doctor ought to violate the prin- 
ciples (of professional confidence) but hard cases make 
bad law and in the interests of society, justice and 
humanity, the principle of professional confidence must 
be upheld. 

Medical men may rest assured that it is neither 
a moral nor a legal obligation to take any action 
other than has been advised in the regulations. of 
the Royal College of Physicians and these regula- 
tions have been adopted and recommended by the 
Council to members of the local Branch of the 
British Medical Association. They should also 
jealously guard any attempt by police or legislators 
to infringe on this duty of respecting professional 
confidence. 

A legal view has been taken that the following 
four fundamental conditions must be fulfilled before 
a privilege can be established : 

(i.) Communications must originate in a confi- 
dence that they will not be disclosed. 

(ii.) The element of confidentiality must be essen- 
tial to the full and satisfactory maintenance of the 
relation between the parties. 

(iii.) The relation must be one which in the 
opinion of the community ought to be sedulously 
fostered. 
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(iv.) The injury that would result to the relation 
by disclosure of the communication must be greater 
than the benefit thereby gained for the correct 
disposal of litigation. 

In regard to medical evidence in courts of law a 
greater measure of privilege is given to medical 
witnesses in Victoria than in England and we have 
heard from Mr. Shelton the details of such privi- 
lege. In New Zealand, France and Sweden, the 
same provision has been made as here and in certain 
of the United States of America evidence in criminal 
cases is subject to similar privilege. 

It has been questioned at times whether this 
concession to professional secrecy is wise or not. 
That it may sometimes work inequitably is more 
than likely, as when a proponent for insurance, 
when he presents himself for examination, conceals 
the fact that he has previously consulted a medical 
man, and where facts, known only to the medical 
man previously consulted, cannot be elicited in 
evidence subsequently. 

Dr. Peake,® in a letter to The British Medical 
Journal, quotes a judgement of the Chief Justice 
of Victoria (in Warnecke versus Equitable Life 
Assurance Company) and writes: 

The point successfully raised in the case gives new 
and dangerous effect to the section as an obstruction to 
the administration of justice—for these reasons it seems 


to me that repeal or amendment of the section is 
urgently called for in the interests of justice. 


Again, Dr. Langdon Down“ has said: 


I fear we have unconsciously, out of a sense of profes- 
sional dignity, perhaps professional pride, and, I regret 
to say, perhaps professional jealousy, elevated this 
sound, true and proper principle of holding your tongue 
to a much higher level than it was ever intended to take. 


Some time ago Lord Dawson of Penn placed on 
the order paper of the House of Lords a motion 
intended to raise the question of a doctor’s obliga- 


.tion to keep secret what he has learnt in a profes- 


sional capacity when called upon to answer in a 
court of law .and he contended that courts and 
judges should be forbidden by law to require dis- 
closure by the doctor both in criminal and civil 
cases. This motion formed the text of the article 
by Viscount Birkenhead mentioned above. In his 
comparison of legal and medical privilege Lord 
Birkenhead appears, from the medical point of view 
at least, to lay undue stress upon the necessity for 
the detection and punishment of crime as compared 
with the necessity for safeguarding the life and 
health of the sick person who consults a medfcal 
man and who, in disclosing certain facts necessary 
for the treatment of the disease, trusts to the obliga- 
tion of professional secrecy. This is particularly so 
in cases in which abortion has taken place before the 
consultation with the medical man. It must be 
recognized in the case of both the lawyer and the 


doctor that the privilege is that of the client or. 


patient and not that of the lawyer or medical man. 
Legally in England the privilege of the priest in 
not being enforced to divulge secrets committed to 
him in the confessional or otherwise is not greater 
nor other than that of the doctor, but certain emi- 
nent judges have stated that they will never enforce 





the strict letter of the law in requiring answers to 
questions put in courts of law to priests. Lord 


‘Birkenhead says that everyone will agree in the 


broad proposition that the relation between doctor 
and patient should be confidential ; the only question 
that arises, is as to the limit that should be set to 
the relation of confidence. Dr. Taylor in his 
“Medical Jurisprudence” says that a medical man 
would be unmindful of his duty as a member of 
society if he did not aid the cause of justice by 
extending his scientific knowledge to the detection 
of crime. 


Dr. Brend,“ who is both a barrister and a medi- 
cal man, writes: 


The view that privilege should exist between doctor 
and patient in the witness box is one which at first sight 
is likely to commend itself to medical men, imbued as 
they are with the lofty ethical traditions which govern 
the question of professional secrecy; nevertheless the 
recognition of such privilege would be a startling inno- 
vation in English law, and there are difficulties and 
objections to it which only present themselves on careful 
consideration of the question. In States where privilege 
has been admitted, the system has often led to serious 
abuses militating against the administration of justice. 
The experience of other countries has shown that the 
extremely small number of cases in which the patient 
gains an advantage by the existence of professional 
privilege does not counterbalance the injury to the whole 
community which arises from the fact that privilege 
enables material to be concealed, knowledge of which 
would promote the ends of justice. While it must be 
admitted that under the present system in rare instances 
hardship to the patient arises and the medical man is 
placed in a position of embarrassment, it is not clear 
that the recognition of medical privilege in the witness 
box would be of advantage to the community as a whole. 
The experience of other countries shows that the privi- 
lege is often an avenue for the perpetration of an 
injustice, and its existence in this country would not be 
in accordance with the principles and traditions of 
English law. 


It would appear very unlikely, therefore, that in 
criminal cases any further extension of medical 
privilege will be granted and it will remain a legal 
necessity for the medical witness in courts of law 
to answer such questions as may be put to him 
and which the judge allows. As Lord Mansfield 
said long ago: 

To reveal secrets voluntarily would be a breach of 


honour; to do so in a court of justice would never be 
imputed as an indiscretion. 


Lord Birkenhead declares: 


To establish a class who may. at their will assist or 
obstruct the judges in their work would be a retrograde 
step not justified by any argument which has been 
brought forward. 


It may happen of course that a medical man is 
asked by counsel a question which the doctor be- 
lieves it his duty not to answer. The decision as to 
whether he shall answer or not will be with the 
judge who may in certain cases direct the witness 
that he need not reply to the question asked (be- 
cause of its irrelevancy or for some other reason). 
The American system of ethics requires secrecy 
about patients’ confidence unless imperatively re- 
quired by the law of the State and Saundby in his 
“System of Ethics” says similarly that information 
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gained in the performance of professional duties 
should not be revealed except in the witness box 
and under the direction of a duly qualified. judicial 
authority. 


Mr- Justice McCardle in the course of a suit heard 
before him said: 


The witness will appreciate that in a court of justice 
there are even higher considerations than those which 
prevail with regard to the position of medical men. 
I wish to say that apart from the obligations which 
may be imposed on medical men by the order of His 
Majesty’s judges it is desirable that there shall be 
the most loyal observance of the confidence which is 
reposed in them by patients. 


The Council of the British Medical Association 
recognizes the duty of a medical man under these 
conditions and has made the following pronounce- 
ment :“ 


The Council realizes that there are times when public 
interest must prevail and override the doctor’s claim 
that information which he has obtained in a professional 
capacity should not be disclosed, e.g. in a Court of 
Law when the Court has decided that information of a 
confidential nature must be disclosed. Where a doctor 
refuses to obey the order of a court in this respect the 
Council is of opinion that he must do so entirely on 
his own responsibility. 


It was decided at the Represenative Meeting in 
1921: 

That the Association use all its power to support a 
member of the British Medical Association who refuses 
to divulge, without a patient’s consent, information 
obtained in the execution of his professional duties 
except where it is already provided by act of Parliament 
that he must do so. 


There is not unanimous agreement among mem- 
bers of the profession as to the necessity for obeying 
the order of a judge. Dr. Dain“ quoted an extract 
from a statement made by Vice-Chancellor Knight 
Bruce in the case of Pearse versus Pearse (1846). 
The Vice-Chancellor, referring to a suggestion that 
a solicitor should give certain information, said: 


The discovery and vindication and establishment of 
truth are main purposes certainly of the existence of 
courts of justice; still for the obtaining of these objects 
which, however valuable and important, cannot be use- 
fully pursued without moderation, cannot either be use- 
fully or creditably pursued unfairly or gained by unfair 
means, not every channel is or ought to be open to 
them. The practical inefficacy of torture is not I suppose 
the most weighty objection to that mode of examina- 
tion. Truth, like all other good things, may be 
loved unwisely, may be pursued too keenly, may cost 
too much. And surely the meanness and the mischief 
of prying into a man’s confidential consultations with 
his legal adviser, the general evil of infusing reserve 
and dissimulation, uneasiness and suspicion and fear 
into these communications which must take place, and 
which, unless in a condition of perfect security must 
take place uselessly or worse, are too great a price to 
pay for truth itself. 


Dr. Dain suggested that medical adviser might be 
substituted for legal adviser in that document. 

At the same meeting Dr. C. E. 8S. Flemming asked 
whether it was better that an occasional crime 
should be undetected and unpunished because a 
medical man refused to give evidence or that a 
large amount of disease should be undetected and 
untreated because medical men did not have the 
confidence of the patient. 
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The annual Representative Meeting of the British 
Medical Association in 1922 expressed the opinion 
that the proper preservation of professional secrecy 
necessitates a measure of special consideration heing 
recognized for medical witnesses in courts of law 
above and beyond what is accorded to the ordinary 
witness and Dr. Langdon Down, Chairman of the 
Ethical Committee of the British Medical Associa. 
tion, has said that if the principle of limitation of 
secrecy was conceded, it seemed to him that the 
judge was the proper person to decide. The judge 
stood between the parties; he represented the com. 
munity; he knew best the reason for which the 
evidence was required and he was a member of the 
public and a potential patient and litigant. Dr. 
Comrie pointing out that the Hippocratic oath 
does not prohibit the revelation of anything required 
for the public welfare, said that: 

Surely few practitioners would ask for further guid- 
ance as to what should or should not be divulged than 
the opinion of a judge, who, by his training and position, 
is specially skilled in the rules and proprieties of 
evidence. 

Finally, as a legal opinion, I should like to quote 
Karl Russell who at a joint medical and legal dis- 
cussion of the question of medical secrecy in courts 
of law said he thought there were occasions on 
which not only doctors, but other witnesses would 
feel bound to say that as men of honour they would 
not disclose something which had been entrusted to 
them in confidence. Anyone taking up such a posi- 
tion should, of course, be prepared to stand the 
consequences and he thought the consequences would 
not be very dreadful. 
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Reports of Cases. 


CHORION-EPITHELIOMA WITH CEREBRAL 
METASTASES. 


By Joun S. Green, M.D. (Melbourne), 
D.G.O. (Dublin), 


Women’s Hospital, Melbourne. 


CHORION-EPITHELIOMA is not a common condition and 
referring to clinical types Professor Teacher™ in the “New 
System of Gynecology” writes: “More rarely cerebral 
symptoms have been the first to attract serious notice” 
and puts the recorded cases in the region of a dozen. 
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Dorland, quoted by Whitridge Williams, cites fifty-two About two hours later the patient suddenly became worse. 


cases of chorion-epithelioma with secondaries in the brain She was comatose and scarcely 

' pulse was strong and regular. There was no improvement 
with atropine. Though the pulse was good, the respiratory 
failure was absolute and in spite of artificial respiration 
and oxygen for over an hour the patient died at 1.45 in 


in 5%. 


History. 

The patient, Mrs. U., whose case is presented, was a ¢ 
married woman, aged twenty-three years. During her the morning. 
married life of five years she had been delivered of a still- 
porn child and of twins which died soon after delivery. 


breathing, though the 


Post Mortem Examination. 


After a course of green iodide of mercury pills and The uterus was enlarged, but the cavity quite clean. 
“Novarseno-billon” she gave birth to an apparently healthy There was an intramural tumour about the size of a golf 
baby in December, 1922. Her serum gave a “good partial” ball in the posterior wall; there was a small pedunculated 


response to the Wasser- 
mann test. - 





She was admitted to 
tht Women’s Hospital 
on June 9, 1923, with a 
history of losing from 
the vagina for three 
weeks. No foetus had 
been noticed. The uterus 
was enlarged to the 
size of a two months’ 
pregnancy and the os 
uteri was open. The 
patient was curetted, 
but no note was made 
of the curettings. 

The patient was re- 
admitted on June 9, 
1923, when her tem- 
perature was 39.4° C. 
(103° F.) She had been 
losing since her dis- 
charge from _ hospital. 
The os uteri was widely 














open and “a large mass 


of placenta felt.” Her Figure I. 


temperature fell to nor- Uterus, showing: a = intramural growth, b = growth at cornu, 
mal and she was c = growth in tube. 


curetted, ‘a quantity 
of placental tissue be- 





ing removed piecemeal.” 
The patient bled freely 
at the time, but was 
well enough to go home 
on the sixth day. 

On August 3, 1923, it 
Was reported that the 
patient had been losing 
occasionally since her 
previous admission. Un- 
der an anesthetic the 
fundus of the uterus 
was found.:to be en- 
larged and globular and 
a thickened tube and 
ovary was palpated in 
the right fornix. An 
extra-uterine pregnancy 
Was suspected, especi- 
ally as a curettage ob- 
tained only a_ small 
amount of material. 
This was reported on 














by the pathologist as 
“early pregnancy.” 

On November 6, 1923, 
the patient reported 
that she had been well ' ; 
for three months; the menses had been regular, but just with intervening areas 


Ficure II. ? 
Characteristic hemorrhagic secondary in the brain. 


growth in the region of 
the right cornu and a 
third small mass about 
the size of a cherry 
half-way along the 
length of the right tube. 
These growths on being 
cut were found to be 
hemorrhagic and necro- 
tie: There was no 
development of ovarian 
cystomata, such as often 
eceurs with  chorion- 
epithelioma and no 
seccndary growth in 
the vagina. In the 
lungs were a few small 
secondary tumours un- 
der the pleura, none 
greater than twelve 


“millimetres (half an 


inch) in diameter. 


The brain in view of 
the paucity of clinical 
signs, presented a _ re- 
markable sight. There 
was a large necrotic 
cavity containing old 
blood, filling the right 
frontal lobe, a solid tu- 
mour not quite fifteen 
millimetres in diameter 
deep in the occipital 
lobe and five small scat- 
tered dark hemor- 
rhagic growths in size 
from a small pea up to 
one about twelve milli- 
metres in diameter. The 
hemorrhagic cavity in 
the frontal lobe was un- 
fortunately injured in 
performing the post 
mortem examination 
and it could not’ be 
determined whether 
there was a terminal 
rupture of the cyst un- 
der the dura mater. 


Microscopically the 
uterine growth was a 
typical chorion-epitheli- 
oma. There were areas 
of necrosis and other 
patches where strands 
of cells maintained an 
alveolar arrangement 


hemorrhage. The cellular 


before admission some slight irregular losing had occurred. strands consisted of an irregular collection of syncytial 
On vaginal examination the fundus was found to be large, and Langhans’s elements of the trophoblast, but there was 


firm and retroverted, with a tender swelling in the right no sign of foetal mesoblast. 
— Pathology. 
A short reference to the pathology of the condition will 


Hysterectomy was decided on. 


At 10 p.m. on the day after admission the patient seemed not, it is hoped, prove out of place here. 


very emotional and the Sister in the ward stated that 
she had been complaining of headache and had been re 
little queer.” She was ordered a draught of bromide. 


Originally described by Sanger as derived from decidual 
(maternal) cells and described by him as a decidual sar- 
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Fiacure III. 


Micro-photograph (low power), showing the alveolar 
arrangement around the blood spaces. 


coma the tumour known as chorion-epithelioma was first 
recognized as fetal in origin by Marchand. He described 
three types of cells: “ 
(i.) Protoplasmic masses, derived from the syncytial 
layer of the trophoblast; 
(ii.) Collections of cells derived from the Langhans’s 
layer; 
(iii.) Mono-nucleated and multi-nucleated cells of all 
shapes and sizes. 

In addition Jellett™ describes a type of growth in which 
there is foetal mesoblast. He considers it an intermediate 
type between hydatidiform mole and true chorion- 
epithelioma. 

The present specimen shows syncytial masses and col- 
lections of Langhans’s cells, but no wandering cells or fetal 
mesoblast. The alveolar arrangement illustrated is not by 
any means the common type, although Whitridge 
Williams“ figures it in one of his own specimens. 

Some sections are more distinct and more picturesque 
under the microscope than the present one, but the amount 
of hemorrhage and degeneration varies. It is to be noted 
too that Marchand described, while Ewing® elaborated 


inane 
Figure IV. 


weembenain 35 ’ showing: a = syncytium ; 
= Langhans’s cells., 


Micro-photograph for comparison: a more 
characteristic specimen. a = syncytium; 
b = Langhans’s cells. 


the classification, typical and atypical forms. In the latter 
there is an infiltration by syncytial wandering cells with- 
out definite tumour formation. Figures V. and VI. from 
other specimens demonstrate for comparison with the 
specimen described these two types. Attempts to correlate 
the histological picture with prognosis have not been very 
successful.“ 


Points of Interest. 


1. The characteristic history of recurrent hemorrhage 
associated with pregnancy. This ultimately determined 
the indication for operation, but unfortunately in the 
earlier stages the case was considered as an incomplete 
abortion with a reservation as to a possible extra-uterine 
pregnancy. 

2. The necessity for examination of curettings. The 
macroscopic diagnosis “a quantity of placental tissue being 
removed piecemeal” relegated the case to those abortions 
still incomplete after a curetting. 


FicurE VI. 
Micro-photograph for comparison: an atypical 
type; small, multi-nucleated masses deep in the 
uterine wall. 
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3. Difficulty of microscopic diagnosis. The pathological 
diagnosis “early pregnancy” on August 13, 1923, obscured 
the issue. Teacher quotes Graefe’s case in which radical 
operation was delayed, because villi were present and also 
Walthard’s® case in which with an extra-uterine chorion- 
epithelioma the plagenta in the excised uterus was quite 
normal. 

4, The cavity of the uterus was practically normal.“ 
The uterine growths had either lost their primary con- 
nexion or more probably represented the development of 
secondary foci in the veins. Cases are known in which 
after curetting complete recovery has occurred with disap- 
pearance of all traces of tumour growth.“” 


5. The good condition of the patient, especially the 
paucity of cerebral symptoms. 


I wish to express my acknowledgments to Dr. J. Leon 
Jona for his permission to publish the case and to Mr. W. 
H. Preston and Mr. Marriott, of the Melbourne University, 
for the photography of the specimens. 
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ENDOMETRIO-MYOMA. 


By Francis C. Crossi&, M.B., B.Ch., B.A.O. (Dublin), 


Honorary Medical Officer to Bulli and Illawarra 
District Hospitals. 


Mrs. M.T., aged twenty-six years, in May, 1923, com- 
plained of severe pain in her right side just above the 
symphysis pubis. She had felt the pain about eight years 
ago and it had gradually become unbearable. 

She gave a history of two previous operations, one for 
appendicitis, the other for retroversion of the uterus. She 
had been pregnant twice, miscarrying on each occasion. 

The pain was located in the lower segment of the right 
rectus muscle. About five centimetres (two inches) from 
the pubis one could feel a hard tender mass, adherent to 
the surrounding tissues. On vaginal examination it was 
found to be in the rectus muscle and apparently adherent 
to the right appendage, the uterus being of normal bulk 
and anterior in position, and the left appendage normal. 
A section was removed for microscopical examination and 
reported by Dr. Keith Inglis to be an endometrio-myoma. 

The patient was admitted to the Illawarra District 
Hospital for operation, during which the tumour was 
found imbedded in the rectus muscle and adherent an- 
teriorly to the rectus sheath. Posteriorly it was adherent 
to a small black cyst at the fimbriated end of the right 
Fallopian tube. The tumour including the lower segment 
of the right rectus muscle, the adjacent anterior sheath 
and the Fallopian tube were removed en masse, excision 
well away from it being necessary owing to the danger 
of implantation. The defect left by the fairly extensive 
removal of the rectus and its sheath was filled in by a 
large flap made from the external oblique, which was 
severed at its costal insertions, turned down and stitched 











to the left rectus sheath, the pubis and the right conjoined 
tendon. 


The tumour on section was cartilaginous in consistency 
and black fluid (retained menstrual fluid) exuded from it. 

Dr. Keith Inglis examined the specimen and reported 
as follows: 


Macroscopically the specimen consisted of three small 
pieces of firm white tissue showing no distinctive 
features. Microscopically the tissue is qomposed mainly 
of rather dense fibrous tissue. No voluntary muscle is 
present, but here and there scattered in the fibrous 
tissue are areas of whole endometrium consisting of 
glandular acini and small inter-acinar connective tissue 
cells. Around these areas of endometrium are zones 
of non-striped muscle similar to that of the normal 
uterus. The histological appearance resembles that seen 
in the so-called adeno-myoma uteri, which Blair Bell 
correctly thinks is better called endometrio-myoma be- 
cause whole endometrium is involved in the growth. 
The tissue in your specimens shows considerable blood 
and the black fluid you refer to, is practically retained 
menstrual fluid because this endometrium functions 
even in its abnormal situation. The previous history 
of your patient is particularly suggestive because the 
similar cases I have seen, have mostly occurred after 
operative procedure. 

From the point of view of treatment it is important 
to remember that though the growth is not actually 
carcinomatous and is unlikely to lead to metastases at a 
distance, still in these conditions the wandering propen- 
sities of normal uterine endometrium are exaggerated. 


In my judgement the prognosis in the present case 
should be good if wide local removal is carried out. It 
is important, however, that adhesions should be treated 
with great respect, for it is not unlikely that out-lying 
islands of uterine endometrium may be present in such 
adhesions. 7 


The patient made a good recovery and when seen some 
months ago had a strong abdominal wall. 

Blair Bell calls such tumours endometriomata, owing to 
the presence of anatomical and functional endometrium. 
They are apparently more often found in the recto-vaginal 
space, where they are supposed to be implanted from 
hemorrhagic cysts of the ovary. 

I am greatly indebted to Drs. C. R. Palmer and L. 
Fetherston for their assistance with this case. 


The specimen removed was exhibited at a meeting of the 
South-Eastern Medical Association on January 23, 1924. 





VAGINITIS IN A CHILD. 


By F. L. Bienett, D.S.O., M.B., B.S. (Melbourne), 
Lismore, New South Wales. 


THE patient, a small girl, aged three and a half years, 
was brought to my surgery by the mother who informed 
me that the child “had a nasty discharge from the 
privates.” Examination revealed a yellowish discharge 
issuing from the vaginal orifice. Remembering that about 
six months ago I had had the same child before me because 
she had inserted a five centimetre (two inch) safety pin 
into the vagina which I recovered, I at once thought of 
more foreign bodies. Inserting the tip of the little finger 
into the vagina, I felt some hard foreign bodies and further 
manipulation recovered the following assorted collection: 
A piece of stick (small twig) about 3.75 centimetres (one 
and a half inches) long, a pin 2.5 centimetres in length, a 
piece of bent wire doubled on itself 2.5 centimetres long, 
a brass paper fasterer 2.5 centimetres long, a seed of 
maize corn 1.25 centimetres by 9 millimetres (half-inch by 
three-eighths inch). A few simple antiseptic douches then 
rapidly cleared up the discharge. 

Though various foreign bodies have been recovered from 
the vagina at various times, yet I think that this is a 
rather unique collection for a child of this age, 
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The question of vaginal discharges in children is one 
that is constantly cropping up both in private practice and 
in hospital routine work and the question of the possibility 
of the presence of foreign bodies is one the importance of 
which cannot be too strongly emphasized. In these days 
of microscopical examinations and vaccine treatment, we 
are too prone to overlook this possibility. 

Another aspect of the case is the importance of baby 
clinics for young mothers at which these dangers can be 
pointed out and avoided by the proper supervision of young 
female children by the mother, especially enforcing the 
wearing of under-garments for children. 


tin 
—_— 





Reviews. 


EXAMINATION FOR LIFE ASSURANCE. 


WE now possess three excellent treatises on the medical 
side of life assurance. Greene’s book was published a good 
many years ago and Lister’s admirable volume is of more 
recent date. The third book is entitled: “Life Insurance 
Examination.” It has been edited by Dr. Frank W. Fox- 
worthy and is a compilation by a number of authorities 
in insurance practice.’ 

It may be said at once that this book is full, wise, reli- 
able and authoritative. It should be read by every medical 
man engaged in the branch of practice of which it treats. 
In common with Greene’s fine volume it has we think one 
blemish. The compilers have tried to do too much. It 
becomes after a fashion an incomplete practice of physic 
and contains matter which the examiner ought already 
to know. 
proponents and go back to a hospital for post-graduate 
instruction. Another fault is the deplorable overlapping 
and repetition of matter by the different contributors. The 
editing has been faulty and this redundancy ought to have 
been deleted. Much else too could have well been omitted 
in a book of advice such as this excellent text-book. Why 
load the pages with references to the history of assurance 
—interesting no doubt, but needless in a work of this 
kind? Half a dozen pages on fraternal insurance are 
followed by as many more containing excellent advice 
on medical selection. The first might well have been 
omitted and the second amplified. The chapters dealing 


with the assessment of lives (or rating) are of great | 


interest to chief medical officers or medical directors, but 
may get medical examiners into trouble. It is a great 
mistake for the examiner to tell the proponent that he is 
a first class life, because in the final assessment at head 
office those responsible may rightly or wrongly think 
otherwise and either the examiner or the office or both 
fall greatly in the opinion of the proponent. 

The book, however, is on the whole so good and sound 
that a brief review cannot do justice to its many excel- 
lencies. One may not see eye to eye with the authors on 
many points in medicine and on the significance of various 
clinical facts, but no one can deny that the views put 
forth are fair, just and written obviously with a full 
knowledge of modern methods and conceptions. The 
chapters on blood pressure and the urinary system are 
specially to be commended. Evidently blood pressure as 
a whole rises to a less high level in America than in 
Australia and the judgement in America on raised blood 
pressure is more severe than is usual in Australia. It is 
a pleasure to read this book and we regret that it is 
impossible in a short review to mention some more of its 
good points. If the volume had much extraneous matter 
deleted, overlapping avoided and a little more definite cut 
and dried advice given in the ratings, say of proponents 
with albuminuria, glycosuria, syphilis and so forth, it 
would be improved and made more helpful than it is to 
the anxious inquirer. However, we can honestly say that 
this book is at the moment probably the best and fullest 
text-book on life assurance in the English language. 


1 “Life Insurance Examination.” ef _gaitea by Frank Ww. 
worthy, Ph.B., 1924. : The C. V. Mosby Com- 
pany; Demy 8vo., pp. 188. with 156 "Whestrations. Price: $9.00. 
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If he does not, he should cease examining | 
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LAW AND MEDICINE. 


A USEFUL book on the association between law and 
medicine has been written by Dr. H. Douglas Singer and 
Dr. William O. Krohn. The book is entitled “Insanity and 
Law: A Treatise on Forensic Medicine’ and the only 
regret the reader will have after reading it will be the 
fact that it is American law and not our own legal pro- 
ceedings to which reference is made. This difference, 
however, affects only parts of the book. The authors 
commence by commenting on the old-standing differences 
between the medical and legal opinions associated with 
forensic medicine and place both views so clearly before 
the reader that a better mutual appreciation would follow 
if lawyers and medical men read the book. The book is 
divided into two parts. The first part is devoted to 
mental disorders and the second part to legal aspects. In 
Part I. the cause of mental symptoms is ascribed to 
organic reactions and behaviour reactions and a good 
example of this is cited in the various types of general 
paralysis of the insane in which individuals of different 
personality display different mental symptoms. The 
reader is advised to distinguish between the consequences 
of structural damage (no matter how microscopical) to 
the brain tissue and the kind of behaviour of the indi- 
vidual due to the reaction to some situation. All the 
varities of insanity are discused in terms of reactions. 
In Part II. we find the questions of testamentary capacity, 
criminal responsibility and contract fully discussed. The 
history of the earliest medico-legal procedures up till the 
present day is given in reference to each subject discussed. 
In the section on congenital mental deficiency the authors 
unequivocally condemn as intelligence tests the Simon- 
Binet and all others in which the results are expressed 
in years instead of points. A man over the age of 
eighteen cannot be stated to have the mental age of a 
child of ten owing to the altered outlook on life brought 
about by the maturity of sexual function and other ex: 
periences, even if his intelligence is equal only to that of 
a child of ten. The difference between constitutional 
psychopathic inferiority and intellectual defect is shown 
to be of importance in dealing with the vexed question 
of mental deficiency affeeting our national standard of 
intelligence. A good index gives the correct finish that 
every scientific book should have. 





ENDOCRINOLOGY. 


Dr. WALTER TIMME’s lectures on endocrinology are said 
to be clinical lectures.” The author appears to have a wide 
knowledge of the theory of endocrine gland functions and 
he has selected a number of types of individuals, each of 
which he thinks represents dysfunction of some gland or 
glands of internal secretion. It is difficult to understand 
how he comes to his conclusions, since the experimental 
work is so conflicting in respect to many of the glands. He 
states, for instan¢e, that experimenters flatly contradict 
one another in respect to the functions of the thymus. 
Nevertheless he describes patients as “thymic cases” and 
divides them into those suffering from over-action and 
those with deficient action of the thymus gland. 

These classifications may be correct; they are certainly 
ingenious. The difficulty of the student is that having 
grasped these types he is informed that over-action of 
thyreoids, pituitary or adrenals may alter the picture at 
any time and make a composite case of glandular disorder 
out of what was a simple one. The diagnosis of “pineal 
cases” depend largely on X-rays revealing a deposit of 
pineal sand: if this occurs before the age of twenty it may 
be taken as some proof of early cessation of pineal activity. 
The author points out the difficulties in arriving at a cor- 
rect diagnosis in many instances. Each gland is dealt with 
in a separate chapter and the author’s opinions are at 
least interesting if not yet borne out by scientific data. 


1 “Insanity and ‘Law: A Treatise on Forensic Paychiatry, By 
H. Douglas Singer, M.D., M.R.C.P. (Lond.), and William O. 
Krohn, A.M., M.D., Ph.D.; 1924. P. ee Son and Com- 
pany; Post 8vo., PP. 437, Price: $6.0 

2“Tectures on ndocrinology, . “hy Walter Timme, 
1924. New York: Paul a ee Post 8vo., pp. 123, ithe Thi 
illustrations. Price: $1.5 
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Q Clinical ospital in Welbourne. 





Ir has been pointed out in these columns not 
once or twice but a score of times that it is unsound 





| Medical School. 


to teach the fundamental sciences of chemistry, | 
; money to move either the Medical School or the 


physics and biology apart from the medical 
subjects to which they have to be applied. In 1920 
the proposal was made in a report on the recon- 


struction of the curriculum that these basal sub- 


as each fresh medical chapter is approached. 
This plan had been put forward by the several 
speakers in the discussions on medical education 
of the Edinburgh Pathological Club. No cogent 
argument has been advanced in opposition to this 
proposal. The logical corollary to it is that in 
close association with the medical schools where 
biology, physiology and anatomy are taught, clinical 
hospitals should be established in the wards of 
which the doctrines of the fundamental sciences 
may be applied to the problems of disease and 
injury. 

Ten years ago Professor Berry evolved a scheme 
for the removal of the Medical School of the 
University of Melbourne to the immediate neigh- 
bourhood of the Melbourne Hospital. The under- 
lying idea was to bring the home of medical 
education into juxtaposition with the clinic, so that 
the student might enter a professional atmosphere 
from the first day of his studentship and realize at 
an early stage that his training is not an abstract 
one, but one which is essential to the practice of 
sound medicine. Experience has taught that almost 
insuperable difficulties arise when research labora- 
tories are divorced from clinics. Professor Berry’s 
proposals obtained the support of the medical 
profession, but were not carried into effect on 
account of financial difficulties. In 1914 the scheme 
was advocated in these columns. In 1915 it was 
submitted to the Premier of Victoria and in 1917 
it was finally refused because it involved the 





expenditure of too much money. Time has passed ; 
the Melbourne Hospital has been extended and 
partially rebuilt; a new Anatomy School has been 
erected in the University grounds. But in spite of 
these necessary changes and advances, the principle 
remains unaltered and today it is as urgently desir- 
able as it was ten years ago that there should be 
a clinical hospital within the precincts of the 
The matter could not be permitted 
to rest. It was thought to be useless to revive the 
previous proposals that the Government should find 
Melbourne Hospital. A third possibility presented 
itself, namely that of building a 
hospital close to the University. But 


new clinical 


even this 


jects should be taught throughout the whole course, | expedient was not a simple solution of the problem, 


of Pathology and 


for the older Departments 


_ Physiology are seriously handicapped by limitations 


of space and defects due to antiquated structure. 
It did not appear at all likely that the Government 
would agree to provide money for the reconstruction 


of the Medical School and for the erection of a new 


: hospital. 


In these circumstances independent and 
unofficial action was taken nearly a year ago by 
Sir James Barrett and Dr. F. L. Apperly. Since the 
enormous resources of the Rockefeller Foundation 
were being drawn on for the furtherance of medical 


| education in England, Scotland, France, China and 





America, it was thought that the urgent needs of 
the Melbourne school should be brought to the 
notice of this wealthy organization. As a result of 
these representations Dr. Carter was sent over to 
Australia in May, 1924, as delegate of the Division 
of Medical Education of the Rockefeller Founda- 
tion. Dr. Carter was able during his visit to 
examine the organization of medical education in 
Melbourne and to ascertain the exact position. It 
may be assumed that he was fully seized with the 
necessity for the remodelling of the Medical School 
to meet the demands of a progressive school and 
to provide for research which is an important 
function of a university. 

The next step was the selection of the proper 
site for the erection of the University clinical 
hospital. The Faculty of Medicine, the Victerian 
Branch of the British Medical Association and the 
staff of the Melbourne Hospital have given their 
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undivided approval to the suggestion that a hospital 
should be erected on the so-called pig market site, 


an area of approximately fifteen acres not far 
It would 
be necessary to pull down the greater part of the 


removed from the University grounds. 


present Medical School and to re-erect it in modern 
the 
probably have been raised to this proposal, had it 


form on market site. No opposition would 
not been that one or more Governments in the past 


have promised to reserve this site for other 


educational purposes. This objection, however, is 


not insurmountable, for no government can be 
bound by promises made by former ministries if 
it is persuaded that some other action would be of 
greater benefit to the community. There can be no 
doubt concerning the importance of grasping the 
the 


Medical School has been thwarted in its progress. 


market site for this purpose. Too often 
This time there must be no going back. Three other 
proposals have been put forward. The suggestion 
to absorb the Teachers’ College has many obvious 
defects. The idea of building on the opposite side 
of Madeline Street and of connecting the Medical 
School with the clinical hospital by means of sub- 
ways under the road does not commend itself to 
Similarly the Royal Park 


scheme is far less satisfactory than the original 


those best able to judge. 
market site scheme. It now remains to be seen 
how far the Government of Victoria is capable of 
taking a large view of medical education and of 
recognizing the needs of a modern medical school. 
With a Medical School attached 
clinical hospital medical Victoria 


new and an 
education in 
would be placed in an enviable position, worthy of 
the great traditions of the University of Melbourne. 


-_ 
—<— 





Current Comment. 


THE RATE OF PROGRESS OF FOOD RESIDUES 
THROUGH THE BOWEL. 





THe rate at which food residues pass through 
the bowel has been studied in a variety of ways. 
The method most commonly used has been that of 
X-ray examination after the administration of a 
bismuth meal. ‘It has been found that a capsule of 
bismuth given at eight o’clock one morning reached 
the sigmoid flexure at ten o'clock the following 
morning. When bismuth is given as a “bismuth 


meal,” the greater portion of the drug leaves the 

















body in about twenty-four hours and after forty- 
eight hours it is not usual to find much of it in 
the stools. The rate of progress of the food 
residue must obviously depend on the intestinal 
movements. Two kinds of activity have been 
described in the wall of the alimentary canal. The 
movement known as rhythmic segmentation results 
in the breaking of the column of food into segments 
of nearly equal size. These segments break up 
again and unite with other segments. The food 
shadow during this process does not appear to 
change its position. It is held that these rhythmic 
movements cause an intimate mixture of the food 
with the digestive juices and that by a massaging 
influence promote the circulation of both blood and 
lymph. The other kind of movement in the intestinal 
wall is known as the peristaltic wave. This occurs 
in two forms. One is a slowly advancing contrac. 
tion and the other is a swift movement spoken of 
as the peristaltic rush. 

Prominent among workers on all questions 
affecting the alimentary tract is Dr. Walter (. 
Alvarez. In company with Dr. B. L. Freedlander 
he has recently discussed the rate of progress of 
food residues through the intestinal canal.’ In the 
first place these investigators state that the adminis- 
tration of a large amount of a drug like barium with 
a small quantity of gruel must bring about abnor. 
mal conditions. The large indigestible residue acts 
as a large dose of agar or of liquid paraffin and 
temporarily relieves the constipation. In order to 
study the rate of progress of food through the 
intestinal canal, it is necessary to choose some 
material without appreciable bulk that can be inti- 
mately mixed with the food, that will have little 
or no influence on the bowel motility and that will 
lend itself easily to quantitative measurement. 
They believe that they have found this substance 
in the shape of very small glass beads, fifty of 
which can be given in a gelatine capsule. By giving 
different coloured beads on three successive days 
they were able to make several rate determinations 
on the same individual. Most of the persons on 
whom the observations were made, were healthy 
young men; some were hospital patients who were 
suffering from conditions requiring minor surgical 
operations. It was found that in the majority of 
the subjects four days elapsed before 75% of the 
beads were evacuated. Some passed only 50% to 
60% in nine days. There were two who passed 
about 85% in twenty-four hours. Those with the 
fast rates commonly regarded as normal had 
voluminous, soft, poorly digested and frothy stools. 
Those with slower rates had well formed, sometimes 
ovulated stools with no gas and fewer food residues. 
Drs. Alvarez and Freedlander point out that these 
findings agree with those of Burnett who studied the 
rates of intestinal progress by giving French millet 
seeds. They took the averages of the graphs 
of thirty-seven patients that seemed to fall 
most closely together in one class midway bet- 
tween the very fast and the very slow rates. It 
was found by this means that 15% of the beads 





oa Journal of the American Medical Sciences, August 24, 
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were passed at the end of the first day, 40% came 
through on the second day, 15% on the third day 
and from 5% to 10% on the fourth and fifth days. 
When the subjects followed long enough, 100% of 


the beads were always recovered. In one instance | 
| the limits of the test occurs as a result of a quality 


the last bead came through on the fortieth day. 
One interesting fact noted was that beads given on 
the second day nearly always came through a little 
faster than those given on the first day. This 
occurred so frequently that it could not be regarded 
as accidental. Two possible explanations are offered 
for this occurrence. The first is that the beads 
might have stimulated peristalsis so that evacuation 
of the colon was accelerated. The second is that 
the first set of beads might have been retained to a 
certain extent in the haustra of the colon, in the 
appendix or elsewhere. 
explanation it is pointed out that the first set of 
beads did not seem to be influenced by the speeding- 
up process. 


In discussing their results Drs. Alvarez and 


Freedlander point out that the colon normally | 


retains food residues from meals taken during the 
preceding week or before. Wide variations in the 
emptying of the bowel are perfectly compatible with 
good health. The valuable lesson is learned that 
when the colon is well cleaned out, no bowel 
movement should be expected or demanded on the 
following day. This is an aspect of treatment that 
may well be remembered in regard to the after 
treatment of persons who have been subjected to 
surgical operation. It would appear that Drs. 
Alvarez and Freedlander are justified in the state- 
ment that their observations must modify some of 
the views commonly held in regard to intestinal 
auto-intoxication and the need for the frequent use 
of laxatives. 





A 


THE ANTIGEN IN THE WASSERMANN 
REACTION. 





Tue action of the Medical Research Council in 
endeavouring to standardize the technique of 
biological tests employed in the diagnosis and 
control of the course of disease has resulted in the 
almost universal adoption of uniform methods in 
the performance of the Wassermann test. The 
work of Griffith and Scott in England has had the 
effect of eliminating a great deal of uncertainty in 
the results of the test. The chief advances Itave 
been in the employment of fixed amounts of com- 
plement and in the utilization of the ice box tech- 
nique. An important contribution to this subject 
has been made by C. H. Shearman who indicated 
how disturbing variations in the fixability of com- 
plement could be detected and excluded. All 
workers have noted that the antigenic value of the 
several extracts, lipoidal solutions and cholesterin 
preparations varies to a considerable extent. 
Although it is held that the fixation of complement 
by extract of heart muscle, extract of syphilitic 
liver or other extract and the serum of a person 
suffering from syphilis is not specific in the sense 


In regard to the first | 


| 


| of the Bordet-Gengou reaction, it is clear that the 


| 


| 
| 
| 
| 
| 








value of the test depends on an antibody or 
analogous quality of the serum of an infected per- 
son. If the serum inhibits hemolysis in the pre- 
sence of a hemolytic system, the inhibition within 


| of the serum of a syphilitic. The serum of a normal 


person does not possess this quality. This quality 
must therefore be regarded as specific and the test 
resolves itself into one for the detection and relative 
evaluation of this specific quality. For this reason 
the test should be carried out with all the factors 
other than the test serum standardized and fixed in 
quantity. 

Dr. E. Weiss and Dr. L. Arnold have examined 
the action of the so-called antigens employed in the 
test in order to illuminate their properties.1. They 
follow Kaup in distinguishing five distinct effects 
of the extracts used as antigens. These are preci- 
pitation, hemolysis, inhibition of hemolysis, specific 
deviation of complement and what has been termed 
the “inefficient zone.” It is unnecessary for our 
present purpose to criticize the justification for the 
differentiation of the fifth effect. Careful observa- 
tion and experiment yielded results which they have 
interpreted as follows. The precipitation is demon- 
strable when large quantities of the antigen are 
used. It is not influenced to a great extent by the 
addition of serum, amboceptor or complement. It 
is due primarily to the presence in the extract of 
the solvent, be it alcohol, cholesterin or acetone. 
The hemolysis is caused to a great extent by the 
solvent, although the dissolved substances play 
some part. The action is strong when the extracted 
material is concentrated. The anti-complementary 
action or inhibition depends more on the effect of 
the extracted substances than on the solvent. It 
can be brought into effect by the employment of 
additional serum, amboceptor or complement. The 
authors recognize an upper sub-zone in which there 
is complete inhibition of both normal and syphilitic 
serum and a lower sub-zone in which there is incom- 
plete inhibition with normal and complete inhibition 
with syphiltic serum. In regard to the specific or 
antigenic action, they again divide the zone into 
two parts. In the upper sub-zone there is hemolysis 
with normal serum and complete inhibition wth 
syphilitic serum. Incomplete inhibition occurs with 
the serum of persons with latent syphilis and after 
treatment. The lower sub-zone covers hemolysis 
with normal serum and incomplete inhibition with 
syphilitic serum. The hemolysis of the “inefficent 
zone” is due to the unchecked completion of the 
hemolytic system. In these circumstances they 
advise the use of extracts from which the solvent 
has been replaced as completely as possible by saline 
solution. In this way the precipitation is eliminated 
and the primary hemolysis greatly reduced. The 
saline solution antigen, they claim, is stable and 
thermo-stable. It is possible to fix the dose of the 
antigen at a point midway between the largest and 
the smallest doses causing hemolysis with normal 
serum and complete inhibition with syphilitic 
serum. Non-specific reactions are thus excluded. 


4 The “Journal of Infectious Diseases, July, 1924. 
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Abstracts from Current 
Wevical Literature. 


BACTERIOLOGY AND 
IMMUNOLOGY. 


A Medium for Stock Cultures. 


S. Henry Ayers and Wuitiiam T. 
JOHNSON, JUNIOR (Journal of Bacteri- 
ology, March, 1924) recommend the 
following medium for stock cultures: 
For the preparation of one litre take: 
Meat infusion broth, five hundred 
cubic centimetres, peptone ten 
grammes; basic phosphate of soda 
(Sorenson’s phosphate), two grammes. 
Heat until dissolved and then adjust 
the reaction to pH 7.8 (A). Distilled 
water, one hundred and fifty cubic 
centimetres, pure casein (prepared 
according to Hammersten) five 
grammes, Sorrenson’s phosphate two 
grammes (B). Heat until dissolved, 
add to (A) and to the resulting 
mixture of (A) and (B) add ten 
grammes of gelatine (Difo). Heat 
the mixture of (A) and (B) after 
adding the gelatine in the autoclave 
at two atmospheres’ pressure for ten 
minutes; add 0.5 grammes of glucose 
(C). The reaction at this point should 
be pH 7.6. Filter through paper. 
Prepare two hundred and fifty cubic 
centimetres of agar (3%). Filter 
through cotton wool and _ dissolve 
three grammes of sodium citrate in 
the melted agar (D). Mix (D) and 
(C) and make up to one thousand 
cubic centimetres by adding distilled 
water. This solution is placed in 
test tubes and sterilized for twenty 
minutes at two atmospheres’ pressure 
in the autoclave and allowed to cool 
slowly. The final pH is 7.5. Stabs 
are used instead of slopes as there 
is less evaporation from the former. 
The whole museum collection of the 
Society of American Bacteriologists 
has been successfully grown on this 
medium. Delicately growing patho- 
genic streptococci have remained 
alive at room temperature for four 
months and pneumococci for four 
weeks. 


The Carrier State Following Typhoid 
Infections in Vaccinated Individuals. 


JaMeES S. Simmons and J. OD. 
McCartTuy (Journal of Laboratory and 
Clinical Medicine, May, 1924) found 
four chronic carriers of typhoid bacilli 
and one of paratyphoid B bacilli 
among eighty-four convalescents from 
enteric infections. All the patients 
had received triple typhoid vaccine 
previous to their infections. The ages 
of these patients ranged from twenty 
to twenty-eight years. The shortest 
time interval between vaccination and 
infection was four months, the longest 
twenty-four months and the average 
10.6 months. One patient had had a 
typhoid infection prior to the vaccin- 
ation. Sixteen of the individuals 
were ill for less than a month, fifty- 
seven for one to two months and 
ten for two to three months. The 
following complications were reported 





in various instances: Eleven, intestinal 
hemorrhage; three, phlebitis; three, 
ototis media; two, mastoidis; one, 
peripheral neuritis and one, furuncu- 
losis. Relapse had occurred in four 
instances. Slight leucocytosis was 
found in twelve instances and 
leucopenia in five. In twenty-two 
individuals a relative increase in 
lymphocyte and transitional cells was 
found. Specific agglutinins were with 
a few exceptions found in the blood. 
At least six specimens each of urine 
and feces were cultured at two-day 
intervals, three of duodenal contents 
taken from two to twenty days apart, 
one blood and one _ finger-washing 
cultures were made in each instance. 
All urine, blood and finger-washing 
cultures did not contain bacilli of 
the typhoid and paratyphoid groups. 
Typhoid bacilli were recovered in 
cultures of duodenal contents from 
three individuals one of whom also 
gave positive cultures from the feces. 
In another instance typhoid bacilli 
were cbtained from the feces and 
crganisms were repeatedly found in 
both feces and duodenal contents of 
a carrier of paratyphoid B bacilli. 
The five patients who presented a 
leucopenia, were not carriers. 


Agglutinins for Pfeiffer’s Bacillus. 

W. B. SHarpe and E. O. Jorpan 
(Journal of Infectious Diseases, March, 
1924) record their observations on 
the presence of agglutinins for 
Pfeiffer’s bacillus in the serum of 
influenza pa'tients, measles patients 
and normal persons. The dilution of 
serum used was one in fifty and the 
mixtures of serum and _ bacterial 
suspensions were incubated in a water- 
bath at 55°C for two days. Though 
the agglutinating power of the serum 
from influenza patients was not found 
to be very great, it was on the 
average greater than that of  per- 
sons not suffering with influenza. 
More than half the sera from influenza 
patients completely agglutinated one 
or more strains of bacilli as against 
one fifth of the control sera, while 
7.5% of all test suspensions were 
completely agglutinated by sera of 
influenza patients as against 0.7% 
agglutinated by control sera. The 
period of the disease at which the 
serum was collected, did not appear to 
affect the agglutinating power of the 
serum. Five of the sera collected from 
patients during the first thrée days 
of illness and four collected seven to 
twenty-two days after onset manifested 
the strongest agglutinating power in 
the series. On examining the sera of 
a number of persons suffering with 
measles for the presence of agglutinins 
for Pfeiffer’s bacillus it was found 
that a considerably larger proportion 
of these sera completely agglutinated 
the Pfeiffer bacillus. Since no con- 
nexion between an_ infection with 
influenza in the measles patients and 
agglutination could be traced, the 
authors conclude that the agglutinat- 
ing power in both measles and 
influenza patients is due to the 
presence of non-specific anti-bodies 
which increase the normal agglutinins 
in the blood. 





Complement Fixation with Bacillus © 
Diphtheriz. 


Rurnu L. Stone (Journal of Infec- 
tious Diseases, March, 1924) compares 
the complement-fixing and agglutinat- 
ing powers of the serum of animals 
immunized with injections of Bacillus 
diphtheriw. Rabbits were injected 
with representative strains from each 
of three groups of Bacillus diphtheriw, 
doses of the organism being adminis- 
tered every other day commencing 
with one-twentieth of a slope and 
increasing till a dose of one-half of a 
slope was reached. Cultures were 
grown on LOffler’s medium for twenty- 
four hours, emulsified in salt solution 
and subjected to eight washings. The 
complement-fixing and agglutinating 
powers were tested as immunization 
progressed. The most _ satisfactory 
antigens for use in the complement- 
fixation test were: (i.) Forty-eight- 
hour cultures of L6offler’s medium 
washed off with twelve cubic 
centimetres of salt solution and incu- 
bated at 37°C. for four days and 
(ii.) twenty-four hour cultures 
washed off with salt solution and 
incubated for twenty-four hours. It 
was found that the rapidity of the 
development of agglutinins and alexin- 
fixing bodies varied considerably in 
respect of the time of their appearance 
and the height of their reacting power. 
She concludes from her experiments 


.that groups within the species Bacillus 


diphtherie are more easily demon- 
strated by agglutination than _ by 
complement fixation. Fixation must 
be carried to high dilutions to be 
group specific. The absorption of 
agglutinins from the immune serum 
removes practically all fixing bodies. 


Middle Ear Infections. 


EvuGENIA VALENTINE (Journal of In- 
fectious Diseases. August, 1924) records 
the result of an investigation into 
the bacteriology of acute and chronic 
otitis media. In one hundred acute 
infections the hemolytic streptococ- 
cus was recovered from fifty-three. In 
twelve chronic cases hemolytic strep- 
tococci were recovered only once, the 
organisms encountered in this series 
being a diphtheroid bacillus, Bacillus 
proteus, Bacillus pyocyaneus, staphylo- 
cocci and Bacillus coli. These were 
recovered either in pure culture or in 
ccmbination with one anther. A 
study of the bacteria present in the 
throat was carried out in the case 
of patients suffering from otitis media 
in the hope that the correlation of 
these bacteria and those recovered 
from the ear discharge might yield 
information concerning the source of 
the ear infection. It was found that 
when the ear infection was due to the 
pneumococcus, hemolytic _ strepto- 
eoccus or Streptococcus viridans, the 
same organism was recovered from the 
throat. In nine instances in which 
hemolytic streptococci were recovered 
from both sources, serological exam- 
ination proved these streptococci to 
belong to the same group. In nine- 
teen out of twenty-two cases of bi- 
lateral otitis media the same organism 
was recovered in the primary cultures 
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from both ears. In cases studied over 
considerable periods of time it was 
noted that secondary invaders were 
commonly encountered, the _ diph- 
theroid bacillus and_ staphylococci 
being most frequently recovered. The 
writer suggests that these secondary 
invaders may be responsible for the 
chronicity of the infection and advises 
that the bacterial findings in patients 
undergoing vaccine’ treatment be 
reviewed at weekly intervals so that 
any change in the organisms present 
may be noted. 





HYGIENE. 





Blastomycosis as a Complication 
of Industrial Accidents. 


RatpH M. Carter (The Journal of 
Industrial Hygiene, April, 1924) states 
that blastomycosis exists in two forms, 
cutaneous and generalized. Probably 
because of the ease with which acci- 
dental traumatic inoculation may 
occur, manual labourers mainly are 
affected, cutaneous lesions being’ more 
numerous on hands, arms, face and 
lower extremities. It shows no pre- 
dilection for sex, while people of all 
ages are affected. It has occasionally 
appeared in clean surgical wounds 
and has been acquired as an acci- 
dental infection following autopsies 
on the bodies of persons dead of a sys- 
temic form of the _ disease. The 
cutaneous form appears as a small red 
papule probably at the site of some 
insignificant trauma such as a minute 
abrasion. The papule soon becomes 
covered with a crust which, when re- 
moved, reveals a papillary oozing sur- 
face. By advancing at the periphery 
the lesion slowly becomes larger, at the 
same time a definite tendency to heal- 
ing with the formation of a delicate 
new skin is shown at the centre. The 
advancing edge is raised, sharply de- 
fined and separated from the healthy 
tissue by a distinct hyperemic zone. 
About the periphery are numerous 
miliary abscesses containing thin 
glairy pus and numerous organisms 
practically in pure culture. These 
abscesses constitute one of the diag- 
nostic characteristics of the cutaneous 
lesions. Occasionally there is severe 
pain, but usually none is present. If 
untreated, the condition slowly 
spreads. In regard to the systemic 
form the general cause and symptoms 
of the established disease are in the 
main those of a more or less chronic, 
essentially pyogenic infection, with a 
special tendency to superficial localiza- 
tions. The atrium of infection is a 
pre-existing cutaneous blastomycosis, 
infection in the stomach or _in the 
respiratory tract, since the disease 
frequently starts as a broncho- 
pneumonia. The disease, according to 
the author, is blood borne and may 
become localized in lungs, liver, 
spleen, kidneys, heart, spine, brain, 
bones and colon. A few cases of appa- 
rent spontaneous recovery are on 
record, but the disease shows a ten- 
dency to recurrence and recrudescence 
even after years. The organisms 
which belong te the yeast fungi and 
increase solely by budding, are easily 








stained with methylene blue and can 
be readily demonstrated in the pus 
from the miliary abscesses. The 
author cites three cases in patients 
with widely different occupations. All 
gave a very definite history of trauma. 
The disease developed after the acci- 
dent and there was no doubt as to the 
relation of cause and effect and com- 
pensation had to be met. Certainly 
the disease is not common, as the 
author in a large industrial practice 
saw little of it, but in view of the 
extreme chronicity and _ disabling 
character of the established disease, 


the possibility of its transmission to , 


others, its tendency to generalized 
systemic involvement, the production 
of extensive scars in advanced forms 
which eventually heal, the apparent 
ease with which it responds to treat- 
ment when this is instituted early 


in the disease, every effort from an | 


economic standpoint alone should be | 


made to recognize it. Treatment con- 
sists of administration of increasing 


doses of saturated solution of potas- | 


sium iodide. 


Hexamethylenamin Poisoning in 
the Rubber Industry. 

HERBERT J. CRONIN (The Journal of 
the American Medical Association, 
June, 1924) points out that rubber is 
a colloidal organic compound and 
that when it is mixed with sulphur 
and heated, the product becomes 
stable and can be used. It was found 
that the addition of lead accelerated 
the action of the sulphur and pro- 
duced a better end product. Subse- 
quently other organic chemicals were 
used as accelerators or catalyzers and 
hexamethylenamin is the most 
recent of these. In the rubber in- 
dustry, this drug is used in a strength 
of 0.1%, being scattered through the 
rubber in the mixing process. When 
the vulcanizing period is over, the 
moulds are removed and the hot smok- 
ing end product is removed by the 
employees. The author, after observ- 
ing some sixty persons affected by 
hexamethylenamin poisoning, points 
out that the first symptoms were red- 
ness of the face and exposed parts of 
the arms, followed by fine, watery, 
itchy vesicles and late edema. The 
forehead, cheeks and sides of the 
neck were the affected parts of the 
head, while the backs of the 
hands, between the fingers and the 
entire forearm were the other parts 
affected. Extreme itching was the 
principal symptom complained of by 
those affected, while many of them 
later had indolent deep infections that 
resisted treatment. When the condi- 
tion was first discovered, the men were 
advised to wear long sleeves and cover 
their necks with gauze. A wash of 
sodium bicarbonate and glycerine was 
provided for application to the 
affected parts. This helped many, but 
as the condition increased in severity, 
a zine ointment with crude tar was 
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given as well as bromides internally. | 


This relieved the patients when they 
were kept away from hexamethylen- 
amin. The infections were treated 
by poultices, incision and drainage 


and the use of 10% ammoniated mer- | 
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cury ointment. Many preventive 
measures were tried in the works, 
without success. These included 
better ventilation and later, cold air 
blowers; but the acute infections 
quickly disappeared when “Hexa- 
methylenamin” ceased to be used. 
Even after this occasional cases of 
acute dermatitis were found, but 
this was explained when it was dis- 
covered that scrap rubber containing 
hexamethylenamin was being worked 
up into the fresh stocks. Removal 
of this chemical from all rubber 
stock alone prevented further inci- 
dence of poisoning. 


Activity and Fatigue in the Laundry 
Trade. 

May Situ (The Journal of Indus- 
trial Hygiene, April, 1924) points out 
that the laundry as now understood 
is of comparatively recent develop- 
ment and it is therefore possible to 
see every stage of its development 
from the old woman who took in a 
“bit of washing” to the high class 
factory worked on latest scientific 
lines. The keynote of the trade is 
variability. There is no standard for 
anything. The building may be a 
model factory or a converted shop, 
the workers range from old women to 
the modern factory girl and the stan- 
dard of work varies from town to 
town and from laundry to laundry. 
The difficulties confronting any in- 
vestigation into fatigue in an industry 
of this type, are therefore very great. 
The laundry is usually constituted as 
follows: The wash-house where men 
are generally employed, as washing 
and starching means heavy muscular 
work; the calender room where flat 
work such as sheets are passed over 
steam-heated rollers and dried and 
ironed; the collar department where 
the work is light, machines steam- 
ing, moulding and _ polishing the 
collars; the ironing department 
where articles are finished off by 
hand and finally the sorting and 
packing department. In the last 
named department the work involves 
constant attention as well as speed. 
The author investigated all these 
special brariches as well as the general 
health conditions and arrived at cer- 
tain conclusions. It must be remem- 
bered that in the laundry trade the 
day is split up into two periods of 
five and four hours each. The author 
concludes that the health of workers 
in laundries does not appear to be 
unsatisfactory, that the results ob- 
tained show that there is a general 
slowing down in all branches towards 
the end of the day and that this 
slowing down increases as the tem- 
perature of the factory rises. In fac- 
tories in which official rest pauses are 
observed, say fifteen minutes in the 
morning and afternoon for tea, the 
output rises immediately after these; 
in other words, the pauses are bene- 
ficial. She further points out in con- 
clusion that the data were not pre- 
sented as conclusive evidence of the 
way in which activity: diminishes as 
work proceeds, but rather as.examples 
of method and suggestions: for future 
research. are iia . 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MEDICAL ASSOCIATION was held at the Walter and Eliza 
Hall Institute of Research in Pathology and Medicine, 
Melbourne, on September 3, 1924, Dr. J. W. DUNBAR 
Hooper, the President, in the chair. 


Criminal Abortion. 


Mr. H. SHELTON, barrister-at-law, read a paper entitled: 
“Criminal Abortion and the Medical Profession” (see 
page 489). 

Dr. A. V. M. ANDERSON read a paper entitled: “Criminal 
Abortion and the Medical Profession” (see page 495). 


Dr. C. H. Morison read a paper entitled: ‘Forensic 
Pathology of Abortion” (see page 492). 


Dr. Fevrx Meyer said that twenty-four centuries pre- 
viously a physician, the greatest of the age, had set a 
standard of professional ethics and morality upon which 
it would be found hard to improve. In the oath which 
bore his name, the medical graduate before entering on 
the practice of his profession made, with other declarations, 
the two following: “I will not administer a pessary to a 
woman to procure abortion.” “Whatever in my profes- 
sional practice—or even not in connexion with it—I see or 
hear in the lives of men which ought not to be spoken 
of abroad, I will not divulge, deeming that on such matters 
we should be silent.” 


Dr. Meyer believed that if this oath were obligatory on 
every medical man, nurse and midwife at the beginning of 
their career, there would be much less necessity for the 
discussion that night. The papers they had heard had 
clearly defined the discrepancies between the ethical code 
of medical practitioners and the requirements of the law 
in regard to the reporting of suspected or known cases of 
criminal abortion and the giving of evidence. Mr. Shelton 
had given a clear and precise statement of the law and 
Dr. Anderson had set out the difficulties and complications. 
But because of these differences, it should not be hastily 
assumed that they were the sole reason of what was called 
a miscarriage of justice in the majority of cases of 
criminal abortion. Deep down was a potent cause—human 
nature. The increasingly common practice of birth control 
found an appeal with juries. And, although he hesitated 
to make a general indictment, it had to be admitted that 
over and over again a juryman would find himself in sym- 
pathy with an individual accused of malpraxis, the method 
of the birth control not affecting the appeal. Convictions 
were not common; it was not by any means simply a 
matter of evidence. 


He had been asked to say something about criminal 
abortion from the clinical standpoint. In the first stage 
the picture was much the same as that of natural abor- 
tion. Outside of the history there was nothing to differen- 
tiate them. Signs of interference were not found. Later 
in the case of criminal abortion sepsis declared itself as a 
rule earlier and more intensely than in natural abortion. 
Dr. Mollison’s remarks on the relation inferred between 
sepsis and the use of an unclean instrument, were very 
much to the point. 


In text-books there was detailed a great variety of causes 
of abortion. His experience convinced him that the 
majority were the results of direct interference. Dr. 
Mollison was right in saying that a woman could pass an 
instrument through her os to the fundus. He had opened 
the abdomen for a bone crochet needle thrust by a woman 
into her external os and through the fundus into the 
abdominal cavity. He had removed a long bone knitting 
needle which a woman had passed into her cervix, through 
its upper zone and into the rectum. 


The modern abortionist was clever. He could do his 
work without leaving a trace. A married woman, thirty 
years of age, had had three abortions, supposed to be 
natural, in sixteen months. The pregnancies had varied 
from six to eight weeks. She had had a living child at 





twenty-seven years of age. The investigation of her cage 
had baffled an experienced practitioner. No local cause 
could be found. The os and cervix had been quite normal, 
the uterus had been ante-posed, no leucorrhea had been 
present and no reaction had been obtained in the Wasser. 
mann test with her serum or that of her husband. No 
reaction had occurred to the von Pirquet test. He had 
had to take a risk. A direct question had been put. She 
had admitted that a complaisant “person” had dilated the 
cervix. The husband was not aware of the happenings, 
Medical practitioners were all at a loss sometimes to find 
a satisfactory cause. Unclassifiable causes might easily 
include artificial causes. X-rays and atmocausis were also 
employed. 

The prognosis‘ in criminal abortions was never other 
than serious. Dr. Mollison had given the aftermath. At 
the Women’s Hospital patients were sent in time and again 
to die of virulent septicemia within three or four days, 
Sepsis of course might follow natural abortion. Death 
from hemorrhage in the early months of pregnancy was 
rare in these cases. He had seen hemorrhage of fourteen 
months’ duration which had ensanguined but had not 
killed the woman. The removal of a piece of placenta, 
organized inte a polypus at the fundus, had stopped the. 
bleeding. 


As to treatment, he would lay stress on one point, 
alluded to by Dr. Mollison and that was the danger of the 
curette. They could well do without it. If the cervix was 
soft and dilatable the finger could do all that was neces- 
sary. If it was not, it could be made so. Those present 
would probably not agree with him, but he regarded the 
sharp curette in these conditions as an abomination. And 
the ovum forceps needed careful handling. 


When called to a patient suffering from abortion it was 
wise, he thought, to ascertain if possible whether it was 
natural or the result of interference. They would be 
better able to do (as Mr. Shelton said they desired to do) 
their duty to the patient and their duty according to law. 
If they knew that there had been interference, they were 
in a better position to meet possibilities of sepsis. Medical 
practitioners did not willingly play the réle of detective. 
Self-protection might be necessary. Some time back he 
had been asked to see a lady in her home. She had a 
“catchy” pain a little below and to the left, of the cardiac 
area, with a friction sound, a temperature of 38.8° C. 
(101° F.) and a pulse of 112. She had been menstruating. 
She had been “ill” less than forty-eight hours. He had 
suggested calling in a general practitioner, but learning 
from the husband that he believed “someone had passed 
a dirty instrument” (his words), he had had her removed 
to a private hospital. Two days later he had opened and 
drained a pyosalpinx. This was a text which carried its 
own comment. In all cases of suspected interference, 
especially where operation was called for, it was wise to 
have another medical man. 


He felt with Dr. Anderson that they must not have any 
relaxation of their rigid ethical code in regard to thera- 
peutic abortion. Ante-natal treatment had done much to 
improve the outlook in much that had at one time been 
regarded pessimistically, eclampsia and pernicious vomit- 
ing especially. That was not the time to enter on a dis- 
cussion of these matters, but they must look to it that 
they did not take the line of least resistance. 


And he thought too that they had a decided influence 
in restraining a woman from putting an end to her preg- 
nancy, whether her desire was due to present physical 
distress, dread of the confinement itself or the incon- 
venience of motherhood. They should be able to assure 
her of the relief and the safeguards. As a last resort they 
could point out the possibilities of a police court exposure 
or worse. 


Supposing a medical practitioner was called to a woman, 
admittedly the subject of induced abortion, was he going 
to report the case or was he going to send the patient to 
the Women’s Hospital and shift the onus to the authorities 
there? He thought the first consideration was to treat 
the patient, if possible, if not, she should be sent where she 
could be treated. If # were known that the general 
practice in these conditions was to refuse to treat the 
patients privately, they would find themselves in the 
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hands of ignorant and dangerous persons and the illness in | 
which the patient had a chance of recovery, might easily | 


end fatally. 


Mr. Shelton had pointed out the anomalous clause of | 


the Health Acts which exempted a public hospital from 
reporting these cases, but compelled a private hospital to 
record all still-births, premature births and abortions. 
Small wonder if a hospital for women became a dumping 


ground for illegal practitioners. As a matter of “privilege” | 
the private hospital patient had the same right to a respect | 
for her confidential statements as the woman in the public | 


hospital. 


The question of evidence in its relation to the dis- | 


closure of the confidential statements of patients had been 
put very fully. He had a good deal of faith in the dis- 
cretionary powers of the judge. On more than one occasion, 
his plea of medical privilege had been allowed. 


He should like to have the opinion of the meeting on | 
a question which on more than one occasion he had had to | 


answer for himself. Should a reputable member of the 
profession refuse to give evidence for the defence of an 
individual—not necessarily a medical man—charged with 
criminal abortion if the person was notorious or of bad 


repute? It would be said that to refuse was to constitute | 


oneself judge and jury—was to condemn. 


He had on | 


more than one occasion declined to take part in the | 


defence of a person so charged and had incurred the dis- 


pleasure of solicitors of standing. But that had been his 


attitude. Mr. Shelton would have his answer. 


He had listened, as they all had listened, with great | 


interest to the papers. If the questions involved were not 
easily settled, they at least should be wiser and better 
informed for what they had heard. Personally he desired 


to express his thanks to Mr. Shelton, Dr. A. V. M. Anderson | 


and Dr. Mollison. 
Mr. SHELTON 


in reply said that he had been much | 


interested in the papers which had followed his own, but | 
time did not permit of further detailed discussion of the | 


various important questions introduced. He could not 


subscribe to the position taken by Dr. Meyer in making | 
it a principle never to give evidence for the defence in | 


the case of an individual of bad repute accused of criminal | 


abortion. He would rather advocate that a doctor should 
do as his conscionce dictated in the particulad instance. 
The application of a general rule would sooner or later 
bear hardly on someone. 


Unscrupulous persons might lay | 


a false and serious charge against a doctor who would be | 


placed at great disadvantage in his defence if he could 
not obtain reputable medical witnesses. 

From the discussion which had taken place on the two 
main questions under consideration, criminal abortion and 
privilege of medical witnesses, it appeared that the legal 
view and that of the medical profession coincided up to 
a point and then diverged. His part as a lawyer had 
been to endeavour to make clear the requirements of the 
Legislature. 


any points to medical men, it was for them to bring | 
organized opinion to bear upon the proper authority with | 
a view to having desirable amendments made. He thanked | 
them for the reception accorded his paper. 


A MEETING OF THE SECTION OF NEUROLOGY AND 


If the existing law seemed unsatisfactory in | 





PSYCHIATRY OF THE New SoutH WALES BRANCH OF HE | 


British Mepicat ASsocIATION was‘held at the Australian 


Jockey Club’s Soldiers and Sailors’ Home, “Canonbury,” | 


Darling Point, on April 16, 1924. 


Progressive Muscular Atrophy. 


Dr. A. W. CAMPBELL presented a patient suffering from | 
progressive muscular atrophy of two and a half years’ | 


duration in which the affection was confined to the arms. 
The patient, a returned soldier, had had an infection of 
syphilis in 1918, but this was coincidental because anti- 


syphilitic treatment had not affected beneficially the con- | 


dition of muscle atrophy. 

Dr. Campbell suggested that in this condition changes 
in the neurones of the brain itself probably occurred and 
that these changes preceded or coincided with those in 
the anterior horn cells. This patient had improved with 
the treatment suggested by Gowers of daily hypodermic 


injections of strychnine up to 0.006 gramme (one-tenth of 
a grain) and given over a period of six weeks. 


Huntington’s Chorea. 


Dr. Campbell’s second patient was suffering from 
Huntington’s chorea. There was a definite family history 
of the condition and although this man had been accepted 
for active war service, his record had been unsatisfactory. 


Aphasia. 


Dr. Campbell’s third patient was suffering from aphasia. 
The patient had been blown up in France in 1918. He still 
had the remains of a right-sided hemiplegia. In demon- 
strating the patient Dr. Campbell gave a very concise 
summary of the most recent methods adopted by Dr. 
Henry Head in his examination of patients presenting this 
condition. He illustrated how Head’s various tests were 
employed and gave proof that this patient’s condition 
must be regarded as one of verbal aphasia. 


Spastic Paralysis. 


Dr. Campbell’s fourth patient illustrated the results of 
the operation devised by Dr. N. D. Royle and Professor 
J. I. Hunter. The operation of cervical ramisection had 
been carried out by Dr. Royle ten weeks previously upon 
a patient suffering from gunshot wound on the left side 
of the head. The right arm, very spastic before operation, 
was quite flexible and the patient had gained considerable 
movement. The patient had exhibited a ptosis and 
inequality of the pupils after the operation, but they had 
since disappeared. 


Spinal Cord Lesions. 


Dr. L. W. Duntop presented a patient who was suffering 
from complete transverse lesion of the spinal cord at the 
level of the fifth dorsal vertebra which occurred six years 
previously. There had been immediate paraplegia, total loss 
of sensation and the reflexes had been abolished. There 
remained flaccidity of muscles below the lesion and these 
muscles showed no wasting. There was wasting of the 
intercostal muscles at the level of the fifth rib. The patient 
had exhibited paroxysmal sweating of the lower limbs, 
knee jerks were active on both sides, the response to the 
plantar refiéx on each side was flexor in type, patellar 
clonus was also presented, but no ankle clonus. The 
patient had no voluntary control over the bladder. 

Dr. Dunlop’s second patient was suffering from complete 
transverse lesion of the cord at the level of the eleventh 
dorsal vertebra due to an accident. The upper part of 
the lumbar enlargement was involved in this injury. Knee 
jerks were absent. There was wasting of the quadriceps 
muscles and the patellar tendon had atrophied, this 
being the main lower motor neurone involvement. There 
was loss of sensation below the fold of the groin on either 
side. The sense of passive position and passive movement 
were absent. There was no spasticity and the muscles 
below the level of the lesion had not wasted to any great 
extent. The bladder performed automatic action. 

In the discussion on these patients which followed, the 
chairman, Sir JoHn MAcpHersSON, Dr. O. LATHAM, Dr. C. 
A. Hoge and Dr. RAteu Nose took part. 





MEDICO-POLITICAL. 





ANNUAL CONFERENCE OF THE VICTORIAN BRANCH. 


THE First ANNUAL CONFERENCE OF THE VICTORIAN BRANCH 
or THE BritisH MepicaL ASSsOcIATION was held at the 
Walter and Eliza Hall Institute of Research in Pathology 
and Medicine on September 24 and 25, 1924, Dr. J. W. 
Dunspar Hooper, the President, in the chair. There were 
fifty-nine members present. 


Opening Address. 


Dr. J. W. DunsAar Hooper addressed the meeting. He 
said that it was his duty and pleasure to welcome the 
members to the first conference of the Branch; he hoped 
that it would become an annual meeting. He reminded 
his audience that the affairs of the British Medical Asso- 
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ciation were governed by the annual Representative 
Meeting and that the Branches in the Dominions had 
representation on the Representative Body. He urged all 
members to read The British Medical Journal and their 
own journal, THE MepiIcAL JOURNAL OF AUSTRALIA, not only 
for the scientific subjects which were discussed therein, but 
that they might keep themselves in touch with the con- 
stant, though perhaps imperceptible progress of medical 
and medico-political matters. While they were convinced 
that their work was for the good of the whole community 
and for the benefit of their own patients, they also knew 
that a powerful influence for good was achieved by their 
united strength in resisting encroachments on their rights 
and privileges. The need of a conference had been felt 
by the Council of the Victorian Branch, because it was 
quite impossible for them to keep in touch with the 
members in all parts of the State and to understand their 
wants, their difficulties and their successes. 


The Federal and State Governments and the general 
public looked to their profession to advance the work of 
preventive medicine and thus to protect the community 
against the attacks of disease and the incidence of dis- 
ability. They claimed a fair recompense for this work 
and they knew by experience that unless they were united 
as a profession, attacks on the dignity and earnings of 
the profession would be successfully launched. For 
example, three or four weeks previously the Council had 
received a deputation from a powerful industrial union 
which had calmly put a scheme before the Branch for 
the purpose of obtaining their acquiesence to it. This 
scheme had the support of a very highly paid directorate. 
The idea was that the union should raise the sum of 
twenty thousand or twenty-five thousand pounds each 
year and hand this money to a general hospital, such as 
the Melbourne Hospital, and that in return the individual 
members of this powerful organization were to be allotted 
two pounds a week for board and to receive treatment 
by the highest skill from physicians, surgeons and special- 
ists. When he, in his capacity as President of the Branch, 
after congratulating them on the wonderful care with 
which they had drawn up their scheme, asked them how 
much they proposed to pay the physicians and surgeons 
whose attention was demanded, the answer was given 
before witnesses: “Oh! we thought the docta’s would get 
the experience.” 


It came to this that certain bodies among the public 
demanded of medical men the power of their brains and 
strength and stated that they did not propose to give any 
payment for their work to help them to pay their rent, 
educate their children or save for their old age. The 
doctors were to be satisfied with the gaining of experience 
and the honour and glory of treating these highly paid and 
well organized unions for nothing. That was a formal 
demand and it would take strong concerted action on their 
part to resist such outrageous demands on their time and 
skill. The same scheme or something very like it had 
been tried elsewhere. 


The members would notice that they had a heavy agenda 
paper. The Council was keenly aware of the lively interest 
that had been revivified concerning obstetrics and maternal 
and infantile morbidity and mortality, but was not asking 
the members to discuss these matters at that conference. 
He asked them to accept the assurance of the Council that 
they were being very carefully worked out by a special 
committee. The replies to the questionnaire were being 
collated; they proved the vital interest that was being 
taken in the subject by the members of the profession. 
Many experienced practitioners, both men and women, were 
offering them their help. Maternal mortality in Victoria, 
regrettable as it was, was lower than in the other States. 
They, as a profession, were, however, determined that 
the tendency to death after what should be a natural 
process, should be reduced to a minimum. Before long 
they would present their recommendations on this subject 
to the members. He wished to add that the Melbourne 
Permanent Committee on Post-Graduate Work which had 
been organized by the Council of the Branch, had called 
for a prize essay on the subject. He hoped that essays 
would be sent in by the keenest minds in the profession 
throughout Australia and that these men and women 
would give them their ideas derived from their knowledge 





of how best to protect the women and children not only 
in the cities, but also away in the bush and sparsely 
populated areas of the vast continent. 

They were indebted to the courtesy of the Director of 
the Walter and Eliza Hall Institute for the use of the 
lecture hall while the new premises of the Branch were 
being erected on the old site. 

The conference would be conducted on the lines laid 
down by the standing orders of the Council. The mover 
of each motion would be allowed five minutes, each speaker 
to the motion or to an amendment would be allowed five 
minutes and the mover would also be allowed five minutes 
in reply. No member would be allowed to speak more 
than once on the same motion. It was earnestly hoped 
that each member would loyally obey the standing orders 
and thus insure the success of the conference. He declared 
the conference open. 


Congratulations to Sir George Syme. 


At the President’s invitation Dr. S. S. Arcyre, M.L.A., 
moved and Dr. H. I. Hotmes seconded a motion for the 
congratulation of the Branch to Sir George Syme on the 
honour of knighthood which had recently been conferred 
upon him. The motion was carried with enthusiastic 
acclamation. 

Hospitals. 


Sir JAMES Barrett, K.C.B., C.M.G., moved and Dr. H. I. 
Holmes seconded: 


That intermediate wards should be opened to all 
practitioners and should be attached to all country 
hospitals with the exception of those in Ballaarat, 
Bendigo and Geelong. 


The views of the Council in connexion with this and the 
succeeding motions were presented by Dr. J. Newman 
Morris. After a general discussion the motion was carried, 


Dr. H. I. Hommes moved and Dr. R. O. DovuGrLas seconded: 


In order to prevent the overcrowding of the metro- 
politan hospitals and to diminish hospital abuse, the 
Annual Conference recommends the formulation of 
some scheme whereby the patient seeking admission to 
any public hospital outside his own hospital district 
shall except in cases of urgency produce a certificate 
from his medical attendant that he requires special 
treatment which he is not able to obtain at his local 
hospital and except in cases of emergency a statement 
from a member of his own district hospital committee 
that in his opinion he is unable to pay private fees. 

That in the event of such a scheme being adopted 
means be devised to give it publicity. 


The Council has since decided that no action should be 
taken in connexion with this matter for the time, in view 
of the fact that it was the policy of the Charity Board to 
discourage country patients from applying for admission 
to metropolitan hospitals. The motion was carried. 


Dr. J. H. Downinc moved and Dr. F. L. Davies 
seconded: 


That the Council take into consideration the question 
of payment to honorary medical officers of a hospital 
where (a) the patient has recovered damages and (b) 
well-to-do persons have been admitted urgently or 
under misapprehension. 


The motion was adopted without modification. 


Dr. R. H. FetTHERSTON moved and Dr. J. NEwMAN Morris 
seconded: 


That the Council be asked to advertise the existing 
system whereby hospital reports of cases can be sup- 
plied to the private practitioner who have _ sent 
patients into the hospital. 


The importance of this request was emphasized. The 
motion was carried. 


The Council has determined to remind members of the 
existing arrangements for obtaining reports from the 
hospital authorities by attaching a memorandum on the 
monthly notice papers of Branch meetings. 

Dr. R. O. DoveiraAs moved and Dr. G. E. Coie, D.S.O., 
seconded ; 
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That the Council be asked to confer with the 
honorary “skiagraphists” and pathological specialists 
of public hospitals and of the University with the 
object of obtaining reports on X-ray films and on 
pathological specimens for patients in country public 
hospitals. 

The motion was carried. 

The Council has referred this motion to the Radiological 
Section of the Branch and had invited the opinion of 
pathologists thereon. The Section has not had an oppor- 
tunity of discussing the question. It has been determined 
on the recommendation of pathologists that pathological 
specimens should be examined for patients in country 
public hospitals at a flat rate of one guinea per specimen. 


Bacteriological Laboratories. 


Dr. J. I. CoNNok moved and Dr. W. E. SUMMONS 


seconded : 

That the Federal and State Governments be asked 
for assistance in establishing diagnostic laboratories 
in country districts. 

The motion was carried. 

The Federal Government has replied to a memorandum 
from the Council on this question to the effect that in 
view of the appointment of a Royal Commission on Public 
Health consideration of the subject would be deferred by 
the Government. 


Fees for Post Mortem Examinations. 


Dr. W. A. T. Linp moved and Dr. B. M. SUTHERLAND 
seconded : ; 

That the Council be requested to take steps to 
approach the Government with a view to having the 
Coroners Act amended so as to raise the fees for post 
mortem examinations ordered by the Coroner; also 
for mileage and for attendance at inquests. 


The motion was adopted. 

The Council has notified its intention to wait upon the 
Solicitor-General by deputation for the purpose of bringing 
this matter to his notice. 


Salaries of Health Officers. 


Dr. J. NeEwMAN Morris moved and Dr. D. ROSENBERG 
seconded: 


That the Council approach the Government through 
the Board of Public Health with a request that it 
shall make a log fixing the salaries of health officers 
according to population and area. 


The motion was carried. 


A medical member of the Commission of Health has 
informed the Council that if health officers accepted posi- 
tions with inadequate salaries, they had themselves only 
to blame. A scale of salaries existed based on area and 
population and this scale had been approved by the 
Commission. 


Payment for Treatment of Patients Suffering from 
Infectious Diseases in Public Hospitals. 


Dr. J. H. Downing moved and Dr. Victor HURLEY, 
C.M.G., seconded the following motion: 


That where the district hospital accommodates 
infectious cases which cannot for public health 
reasons be attended in their own homes, the honorary 
medical officers should be entitled to charge a fee for 
their attendance in other than indigent cases. 


The motion was adopted. 

The Council subsequently referred the resolution to the 
Charities Board and received an assurance that the matter 
would be considered at the next meeting of the Board. 


Friendly Society Lodge Practice. 


Certain matters bearing on the Wasley award and 
friendly society lodge practice were considered. The 
Council has referred the recommendations of the con- 
ference to the Organization Committee. 
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National Health Insurance. 


Sir JAMES Barrett, K.C.B., C.M.G., moved and Dr. F. L. 
Davies seconded: 


That any system of national insurance should be 
complete not only for domiciliary and should include 
all forms of health service, including research. That 
the administration of such a system should contain 
adequate medical representation. 


The conference adopted this motion. 


Factory Surgeons. 


It was moved by Dr. D. Rosenserc, seconded by Dr. F 
EK. McAREE and resolved. 


That the Conference urges the Council to secure 
conditions with regard to factory surgeons defining 
their sphere of activities and conditions of contract. 

That the Conference is of opinion that factory sur- 
geons should restrict their practice to employees 
requiring treatment at the factory itself and that they 
should not visit the employees at their homes or 
elsewhere. 


This matter has also been referred to the Organization 
Committee of the Council. 


Bush Nursing. 


The following motion was presented by Sm James 
BARRETT, seconded by Dr. A. L. Kenny and adopted. 


That medical practitioners should be urged to join 
local councils of the Bush Nursing Association. 


Baby Welfare Centres. 


Dr. W. S. Lauriz moved and Dr. B. M. SUTHERLAND 
seconded: 

That the council of the Baby Welfare Centres be 
again urged to instruct their nurses to avoid treat- 
ment of babies, of giving advice on controversial sub- 
jects or contrary to the advice of the patient’s own 
doctor and especially in recommending any doctor in 
their own or any district. 

This motion was adopted. 

The Council has been informed that the executive com- 
mittee of the Baby Welfare Centres is inquiring into the 
matter of the control of their nurses. 


Physical Culture Practised by Laymen. 


The following motion was moved by Dr. W. S. Lauriz, 
seconded by Dr. J. NEWMAN Morris and carried: 

That treatment of abnormalities, such as curvature 
of the spine, by “physical culturists” at schools is 
inadvisable; that the attention of parents should be 
drawn to any defect and medical opinion should be 
sought before any treatment is allowed; that it is 
extremely important in these cases that early, accu- 
rate diagnosis as to the cause of the abnormality be 
made. 

A copy of this resolution was forwarded by the Council 
to the Head Masters’ and Head Mistresses’ Association and 
to the Department of Education. 


General Insurance. 
It was moved by Dr. W. E. Summons, seconded by Dr. 
R. H. Feruersron and resolved: 

That it is advisable that the Victorian Branch of the 
British Medical Association should undertake for its 
members medical insurance in all forms other than 
life insurance. 

This resolution has been referred to the Agency Com- 
mittee of the Council. 


Hidden Dental Sepsis. 
The following motion was presented by Sir Grorar 
Symk, seconded by Dr. W. OSTERMEYER and carried: 


That it is suggested to the Council to arrange for a 
collective investigation by the Council or a_sub- 





committee of the Council of the subject of hidden 
dental sepsis and its relation to crowned, pivoted and 
dead teeth. 

That members of the Branch be asked to make 
observations and send in same in the Secretary of 
the Branch. 

That the Council make arrangements to deal with 
the matter and there be a general discussion at some 
meeting of the Branch. 


Meetings of the Branch in the Country. 


Dr. H. I. Hotmes moved and Dr. W. S. Laurie seconded: 

That the Council be asked to take into consideration 
the advisability of holding one or more Branch 
meetings in country centres. 


This matter has been referred by the Council to the 
Scientific Sub-Committee. 


A MEETING OF THE “SOUTH-WESTERN DIVISION” OF THE 
VICTORIAN BRANCH OF THE BRITISH MEDICAL ASSOCIATION 
was held at Hamilton on August 23, 1924, Dr. F. A. Swret- 
NAM in the chair. The meeting had been hastily called to 
arrange for business to be submitted to the Annual Con- 
ference held in Melbourne in September. Motions for 
submission to the Annual Conference were adopted and 
members were selected to represnt the “Division.” 

In the evening a clinical meeting took place at the 
public hospital, several interesting reports being made by 
the Hamilton members. 


A MEETING OF THE “SOUTH-WESTERN DIVISION” OF THE 
VICTORIAN BRANCH OF THE BRITISH MEDICAL ASSOCIATION 
was held at Camperdown on September 13, 1924. 

Rules for the conduct of the “Division” were submitted 
to the meeting and adopted. The following office bearers 
were elected for the ensuing year: 


President: Dr. H. I. HoLMEs. 

Vice-Presidents: Dr. R. O. Douaias, Dr. J. G. DESAILLY. 

Honorary Secretary: Dr. G. E. Coe, D.S.O. 

Honorary Treasurer: Dr. T. G. OLIPHANT. 

Members of Committee: Dr. J. I. Connor, Dr. J. Moret, 
Dr. J. F. PATRIcK. 

Representative to Branch Council: 
PATRICK. 


Members had the pleasure of listening to a lecture on 
ante-natal care by Dr. A. M. Wizson, D.S.O.. An interesting 
discussion took place. Several patients were shown by 
the Camperdown practitioners at the Camperdown District 
Hospital. The members of the “Division” subsequently 
dined together. 


Dr. S. C. Firz- 





NOMINATIONS AND ELECTIONS. 


THE undermentioned have been elected members of the 
New South Wales Branch of the British Medical Asso- 
ciation: 


BarBourR, WILLIAM McKie, M.B., Ch.M., 1924 (Univ. 
Sydney), Hampden Road, Five Dock. 

Biack, THELMA, M.B., Ch.M., 1924 (Univ. Sydney), 

_852, Old South Head Road, Rose Bay. 

CRAWFORD, CARLYLE GRAHAM, M.B., Ch.M., 1924 (Univ. 
Sydney), 363, New South Head Road, Double Bay. 

DowNWARD, CHARLES ANTHONY, M.B., 1924 (Univ. Syd- 
ney), Louden Avenue, Haberfield. 

DoyLe, ANDREW AtLoysius, L.R.C.S., 
L.K.Q.C.P., 1885 (Ireland), F.R.C.S., 
land), 201, Macquarie Street, Sydney. 

ELLiotTt, Mervyn Everarp Hay, M.B., Ch.M., 1923 
(Univ. Sydney), Dorrigo. 

Harris RicHarp Guy Septimus, M.B., Ch.M., 1923 
(Univ. Sydney), South Sydney Women’s Hospital, 
Newtown. 

JEREMY RICHMOND, M.B., Ch.M., 1923 (Univ. Sydney), 
Sydney Hospital. 


1884 (Ireland), 
1899 (Ire- 
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MACDONALD, RopErRicK Hector, M.B., Ch.M., 
(Univ. Sydney), Grafton. 
MACVEAN, CHARLES BATTANDIER, M.B., Ch.M., (1924 
(Univ. Sydney), Balfour Road, Bellevue Hill. 
Macee, LinpAa, M.B., Ch.M., 1924 (Univ. Sydney), 
Bishop’s Avenue, Randwick. 

McDonneELL, JOHN Patrick CorNELIUS, M.B., Ch.M, 
1924 (Univ. Sydney), 80, Avoca Street, Randwick, 

MuLvey, Roy Dapson, M.B., Ch.M., 1923 (Univ. Syd- 
ney), Abbotsford Road, Homebush. 

PERDRIAU, OWEN, M.B., Ch.M., 1924 (Univ. Sydney), 
Berala, Nicholls Avenue, Haberfield. 

SWEETAPPLE, HAroLtp ArcaAr, M.B., Ch.M., 1921 (Univ. 
Sydney), Village Lower Road, Vaucluse. 

TRAILL, JoHN Eric, M.B., Ch.M., 1924 (Univ. Sydney), 
“The Howard,’ Bayswater Road, Darlinghurst. 


os 


JOroceedings of the Australian Bedical 
Boards, 


1923, 


NEW SOUTH WALES. 


THE undermentioned have been registered, under the 
provisions of the Medical Act, 1912 and 1915, as duly 
qualified medical practitioners: 

ANDERSON, HucH Warp, M.B., Ch.M., 1924, 
Sydney), 88, Johnstone Street, Annandale. 

ARCHBOLD, GERALD, M.B., Ch.M., 1924 (Univ. Sydney), 
Baroona, Narara. 

Barsour, Witt1AM McKir, M.B., Ch.M., 1924 (Univ. 
Sydney), “Dryfeholm,’” Hampden Road, Five Dock. 

BAYLISS, CHARLES GoRDON, M.B., Ch.M., 1924 (Univ. 
Sydney), “The Lillies,” Leeder’s Avenue, Hurst- 
ville. 

Biack, THELMA, M.B., Ch.M., 1924 (Univ. Sydney), 
852, Old South Head Road, Rose Bay. 

Boiron, GEorRGE ADRIAN, M.B., Ch.M., 1924 (Univ. Syd- 
ney), Leyton, Hill Street, Wooloowin, Brisbane. 

CLAREMONT, LESLIE FRANCIS, M.B., Ch.M., 1924 (Univ. 
Sydney), 18, Phillip Street, Neutral Bay. 

CRAKANTHORP, JOHN Saxon, M.B., Ch.M., 1924 (Univ. 
Sydney), “Merriwa,’’ Condamine Street, Manly. 

CRAWFORD, CARLYLE GRAHAM, M.B., Ch.M., 1924 (Univ. 
Sydney), 363, New South Head Road, Double Bay. 

DAVIDSON, CHRISTOPHER HaARkoLD MONTGOMERIE, M.B., 
Ch.M., 1924 (Univ. Sydney), c.o. Mrs. Brierley, 
“Brierloch,”’ corner Sea View and Victoria Streets, 
Ashfield. 

Dive, WALTER Henry, M.B., Ch.M., 1924 (Univ. Sydney), 
19, Arundel Street, Forest Lodge. 

Dowe, Puiip CHARLES, M.B., Ch.M., 1924 (Univ. Syd- 
ney), Bromley, Lakemba. 

Firkin, Frank Lawry, M.B., Ch.M., 1924 (Univ. Syd- 
ney), Longworth Avenue, Wallsend. 

FITZGERALD, AUGUSTINE JOSEPH, M.B., Ch.M., 1924 (Univ. 
Sydney), c.o. G. Ireland, Esquire, Duncan Street, 
Maroubra Bay. 

Grorrroy, ALFRED JoHNn, M.B., Ch.M., 1924 (Univ. Syd- 
ney), 106, Camden Street, Newtown. 

HoLiinGwortH, Harotp McLean, M.B., Ch.M., 1924 
(Univ. Sydney), Neringah Avenue, Wahroonga. 

Howett, Frank James, M.B., Ch.M., 1924 (Univ. Syd- 
ney), 25, Weldon Street, Burwood. 

LerrTers, NAPOLEON IeNATIUS, M.B., Ch.M., 1924 (Univ. 
Sydney), 186, Birrell Street, Waverley. 

MACDONALD, WuLLIAM LAvuRENCE, M.B., Ch.M., 1924 
(Univ. Sydney), “Rona,’ Muston Street, Mosman. 

McDonneELL, JoHN PATRICK CoRNELIUS, M.B., Ch.M., 
1924 (Univ. Sydney), 80, Avoca Street, Randwick. 

McKay, FRANcES CHRISTINA BURRELL, M.B., Ch.M., 1924 
(Univ. Sydney), Paul Street, Auburn. 

MAcVEAN, CHARLES BATTANDIER, M.B., Ch.M., 1924 
(Univ. Sydney), “Humula,” Balfour Road, Belle- 
vue Hill. 

Macer, Linpa VicroriaA, M.B., Ch.M., 1924 (Univ. Syd- 
ney), Bishop’s Avenue, Randwick. 

Morean, Ceci CottarD, M.B., Ch.M., 1924 (Univ. Syd- 
ney), 18, Barnsbury Grove, Dulwich Hill. 


(Univ. 
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Priayoust, RocER ANDREW, M.B., Ch.M., 1924 (Univ. 
Sydney), “Coppabella,” Queen Street, Mosman. 
PucKEY, SELINA CourRTENAY, M.B., Ch.M., 1924 (Univ. 
Sydney), The Women’s College, Newtown. 

RiIcKARD, RAYMOND Victor, M.B., 1924 (Univ. Sydney), 
3, Lea Street, Croydon. 

Ross, HeatHER, Horr, M.B., Ch.M., 1924 
Sydney), Banksmeadow. 

SrorMON, PuHitip Justin, M.B., Ch.M., 
Sydney), 19, Pemell Street, Enmore. 

TRAILL, JOHN Eric, M.B., Ch.M., 1924 (Univ. Sydney), 
“Jurla,” Clarence Street, Burwood. 
WALKER, WILLIAM JACK OsMmonD, M.B., Ch.M., 1924 
(Univ. Sydney), Mackenzie Street, Londfield. 
WatTERHOUSE, ARTHUR STANLEY, M.B., 1924 (Univ. 
Sydney), “Rosslyn,” Torrington Road, Strathfield. 

WittiaMs, Henry Bruce, M.B., Ch.M., 1924 (Univ. 
Sydney), “Glendearg,” Winchcombe Avenue, 
Haberfield. 


(Univ. 


1924 (Univ. 


QUEENSLAND. 


Tue undermentioned have been registered, under the 
provisions of the Medical Act of 1867, as duly qualified 
medical practitioners: 

FurnEss, ALBERT STEPHEN, M.B., 1924 (Univ. Sydney), 
Brisban. 

GoLpiInc, Wirt1amM Henry, M.B., Ch.M., 1923 (Univ. 
Sydney), Charters Towers. 

Puitiies, Ceca, M.B., B.S., B.A.O., 1923 (National 
Univ. Ireland), Brisbane. 

SmirH, Davin THomMAs RusutTon, M.B., Ch.M., 1919 


(Univ. Sydney), Clifton. 
——$— 


Correspondence, 


“A PEEP INTO THE PAST: EARLY AUSTRALIAN 
SURGERY.” 


Sir: Through an oversight I omitted to mention in its 
proper place that F. Milford and J. C. Cox, two of the 
earliest students at Sydney Infirmary and Dispensary, in 
after years became colleagues at the Sydney University 
Medical School, where Frederick Milford, M.D. (Heidelberg 
and Sydney), M.R.C.S. (England) et cetera was the first 
Lecturer in Surgery and James C. Cox, M.D., F.R.C.S. 
(Edinburgh), the first Lecturer in Medicine. 


Yours, etc., 
NogMAn J. DUNLOP. 
Sydney, 


November 1, 1924. 





PROPHYLACTIC VACCINATION AGAINST 
PERTUSSIS. 


Sm: Would you kindly inform me what is the general 
verdict of the profession regarding the value of vaccina- 
tion for prophylaxis in pertussis. I was asked by a mother 
what I thought of it as a preventive. Owing to the pre- 
valence of whooping cough she had had both her boys 
done, aged respectively four years and nine months. The 
elder one has been immune, but the younger has had 
whooping cough off and on for the past five months. As 
I have not had it to treat for years, I would like to know 
what my confréres think thereanent. 

Yours, etc., 
W. Lams, M.B., C.M. 
Mountain Road, Bayswater, Victoria, 
October 4, 1924. 


[As far as we are aware prophylactic vaccination against 
pertussis with a vaccine of the Bordet-Gengou bacillus has 
not been largely used in the Commonwealth. In America 
and in France it has been employed during the past few 
years, apparently with good results. Several reports have 
been published in medical journals. For example Dr. G. R. 





Davies gives an account in the American Journal of Dis- 
eases of Children (May, 1922, page 423) of the prophylactic 
vaccination of one hundred and forty-three defective 
children in an institution. A large number of these 
children had been exposed to infection and were probably 
susceptible. Thirty-three children developed pertussis soon 
after the injections, but the disease was mild. Only four 
others were subsequently admitted with the infection. 
This and similar records indicate that the vaccination 
has a considerable prophylactic power.—Epiror.] 





Sir: Whooping cough is extremely prevalent and vaccine 
increasingly difficult to obtain. 

It is interesting in this connexion to refer to an article 
in The British Medical Journal of May 6, 1922, the con- 
tributor of which came to the conclusion: “Vaccine 
therapy appeared to have no appreciable value as a pro- 
phylactic measure.” “Unless whooping cough vaccine can 
be shown to be of more therapeutic action than it has 
been in our hands, we consider that the distress to the 
child and the risk of losing his confidence does not justify 
its use.” That vaccine is used so extensively here and 
that the results from its use are so uniformly good, is a 
source of considerable satisfaction and is one more argu- 
ment in favour of “Buy Australian-made Goods.” 

Yours, etc., 
c.2* 
Sydney, 
October 17, 1924. 





“INSULIN” IN PREGNANCY. 


Sr: May I be permitted through your journal to ask 
the ante-natal clinic workers what effect “Insulin” has on 
the unborn infant? I was lately called to attend a young 
diabetic primipara in labour; she had been treated by diet, 
but had not had “Insulin.” At the time of labour her 
urine was loaded with sugar. 

I delivered her of a large dead fetus weighing nine 
pounds; the child appeared to be full time, its tissues 
were swollen and edematous and there was an exfoliative 
dermatitis. 

Had this woman been treated through pregnancy with 
“Insulin” and diet, would she have had a living child? 

Yours, etc., 
A. J. Corre. 
Meade Street, Glen Innes, 
October 31, 1924. 





NOTIFICATION OF BIRTHS. 


Sim: Permit me to correct the statement in THe MEpIcAL 
JOURNAL OF AUSTRALIA, October 25, 1924, under the above 
heading: “This legislative measure does not exist in any 
State other than New South Wales.” 

As a matter of fact Tasmania passed an Early Notifica- 
tion of Births Act in 1911, such being on similar lines to 
the English Early Notification of Births Act, in so far as 
it is either adoptive by a local authority or can be applied 


. by order of the Governor in Council. 


Might I also direct attention to an Amendment of the 
Public Health Act, Tasmania, 1911, prescribing courses in 
domestic hygiene and care and nurture of infants “for the 
instruction therein of girls from fourteen to eighteen years. 


In getting an Early Notification of Births Act in Tas- 
mania, together with the machinery for insuring that all 
girls had some knowledge of mother-craft, one was 
specially concerned with the fact that the death rate in 
the first week of life has not shown any material reduction. 


As far as the metropolitan area of Sydney is concerned 
we are in the unfortunate unsatisfactory retrograde posi- 
tion of having to record for the past five years an annual 
average mortality of infants under one year, higher than 
that for the previous five years. 

From 1904, when Dr. W. G. Armstrong as Medical 
Officer of Health, started his campaign for breast feeding 
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and supervision by visiting nurses until 1918, there was an 
almost continuous decline in the mortality. 

Might I suggest that the Pediatric Section of the New 
South Wales Branch of the British Medical Association 
arrange for a meeting to discuss the whole problem of 
infantile mortality and means for its reduction. 

Yours, etc., 
J. S. Purpy, 
Medical Officer of Health for the Metropolitan 
Combined Sanitary Districts. 
103, Queen Victoria Buildings, 
Sydney, 
October 28, 1924. 


Medical Appointments. 


Dr. Francis’ Brestin. (B.M.A.) has been appointed 

Government Medical Officer at Cunnamulla, Queensland. 
s ae a a 

Dr. H. Lauric (B.M.A.) has been appointed Certifying 
Medical Practitioner in the City of St. Kilda, Victoria, for 
the purposes of the Factories and Shops Act. 

a s s a 

Dr. HERBERT CHAMPION HoskKinG (B.M.A.) has been 
appointed Junior Medical Officer, Mental Hospital, Class 1, 
under the provisions of Section 35 (2) of the Public Ser- 
vice Act (1916), South Australia. 

om e e = 

Dr. JoHN GRIEVE Woops (B.M.A.) has been appointed 
appointed Government Medical Officer at Corowa, New 
South Wales. 

s Sd - 

Dr. JAMES Wuirson Kemp Bruce (B.M.A.) has been 
confirmed in his appointment as Medical Officr to the 
Education Department, New South Wales. 

7 s s oe 

Dr. GERTRUDE Hatitey (B.M.A.) has been appointed an 
Official Visitor to the Mental Hospital, Parkside, South 
Australia, under the provisions of the Mental Defectives 
Act, 19138. 

s s ~ 7” 

Dr. H. E. CLrarKe (B.M.A.) has been appointed District 
Medical Officer and Public Vaccinator, at East Kirrup, 
Western Australia. 

ca * oe * 

Dr. A. P. DernHAM (B.M.A.) has been appointed Superin- 
tendent of the Receiving Depét, Royal Park, and Superin- 
tendent of the Reformatory School for Boys (Receiving 
Depot), Royal Park, Victoria. 

» * * * 

Dr. JAMES SYDNEY ALEXANDER Rocers (B.M.A.) has been 
appointed Acting Medical Superintendent of the Hospital 
for the Insane, Beechworth, Victoria, fram October 25, 1924. 

a * * * 

Dr. KENNETH ALFRED GOLLEDGE (B.M.A.) has been 
appointed Government Medical Officer, at Mudgee, New 
South Wales. 

ae * * 

Dr. JoHN JOHNSTON has been appointed Acting Chief 
Health Officer of the Department of Public Health, Victoria, 
for a period of twenty days, commencing from and inclu- 
sive of October 16, 1924. 

* * ok ca 

Dr. JoHn Gorpon (B.M.A.) has been appointed Certify- 
ing Medical Practitioner, at Melbourne, pursuant to the 
provision of the Workers’ Compensation Acts. 


2 — 


Wedical Appointments Vacant, etc. 


For announcements of medical y 4 meee mea vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xvi.. 


WATERFALL SANATORIUM: Senior Medical Officer. 


Medical Appointments: Important Motice, 


MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.C.. 





BRANCH. 


APPOINTMENTS. 








New SoutH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney. 


Australian Natives’ Association. 
Ashfield and District Friendly Societies’ 


spensary. 

Balmain United Friendly Societies’ 
Dispensary. 

Friendly Society Lodges at Casino. 

Leichhardt and Petersham Dispensary, 

Manchester Unity Oddfellows’ Medica] 
Institute, Elizabeth Street, Sydney. 


Marrickville United Friendly Societies’ 
Dispensary. 

North Sydney United nee Societies, 

People’s Prudential Benefit Society. 

Phenix Mutual Provident Society. 





All Institutes or Medical Dispensaries, 

Australian Prudential Association 
Proprietary, Limited 

Mutual National Provident Club. 

National Provident Association. 


VICTORIAN : Honorary 

Secretary, 

Society Hall, 
Melbourne. 





QUEENSLAND: Hon- 
orary Secretary, Brisbane United 
B. M. A. Building, Institute. 
Adelaide Street, Stannary Hills Hospital. 
Brisbar e. 


Friendly Society 





SoutH AUSTRALIAN: Appointments at 
Honorary Secretary, 
12, North Terrace, 


Adelaide. 


Contract Practice 
enmark. 

Contract Practice Appointments in 
South Australia. 





WBSTBERN AUs- 

TRALIAN: Honorary 

Secretary, Saint 

George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia, 








Nuw ZBALAND 

(WELLINGTON DIvI- 

SION) : Honorary 

emiees < Welling- 
on. 


Diary for the Wonth. 


. 11.—New South Wales Branch, B.M.A.: Ethics Committee. 

. 12.—Tasmanian Branch, B.M.A.: Branch . 

. 12.—Victorian Branch, B.M.A.: Late date of Nomination 
of Council. Election of Scrutineers. 

. 12.—Central Northern Medical Association, South 


Friendly Society Lodges, 


Wellington, 
New Zealand. 








New 


Wales. 

. 12.—-Melbourne Peediatric Society. 

. 13.—New South Wales Branch, B.M.A.: Clinical Meeting. 

. 13.—Victorian Branch, B.M.A.: Council. Nomination by 
Victorian Branch of Representative of Group on 
Council, London. 

. 13.—South Australian Branch, B.M.A.: Council. 

. 13.—Brisbane Hospital for Sick Children. 
Meeting. 

. 14.—Queensland Branch, B.M.A.: Council. 

. 18.—New South Wales Branch, B.M.A.: Executive and! 
Finance Committee. Illawarra Suburbs Medical. 
Association (Annual). 

. 19.—Western Australian Branch, B.M.A.: Branch. 

. 25.—New South Wales Branch, B.M.A.: Medical Politics 
‘Committee. Organization and Science Committee. 

. 26.—Victorian Branch, B. : Council. 

. 27.—New South Wales Branch, B.M.A.: Branch. 

. 27.—South Australian Branch, B.M.A.: Branch. 


Cditorial Motices. 


MANuscripts forwarded to the office of this journal ’ capnor 
under any circumstances be returned. Original articles. for- 
warded for publication are understood to be offered to, THE 
seg o JOURNAL OF AUSTRALIA alone, unless the contrary 


All communications should %« addressed to “The Editor,” 
THE MBDICAL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Elizabeth Street, Sydney. (Telephone: B. 4635.) 


SUBSCRIPTION RatTes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association, 
in the Commonwealth can become subscribers to the journal by. 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any. 
quarter and are renewable on December 31. The rates are £2 for 
Australia and £2 5s. abroad per annum payable in advance. 


Clinical! 














